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ABSTRACT 
DONALD W. SPINKS 
A SOLUTION FOCUSED FAMILY CHECKUP AS A POSITIVE INTERVENTION 
IN FAMILY THERAPY 
MAY2007 
Tbis study seeks to examine the efficacy of a two-session family checkup, using 
a Solution Focused approach as a positive intervention for interrupting family 
dysfunction that is both ecologically and psychologically acceptable to families in 
distress, who otherwise might not seek: family therapy. Families and marriages 
currently suffering distress are often unable to afford professional services due to 
ecological issues such as transportation, cbild care, time commitment to therapy, and 
previous negative therapeutic experiences. Additionally many persons are averse to 
seeking counseling or therapy due to the psychological stigmatization of having to 
attend to professional guidance and/or assistance. 
Using a convenience sample of varied family make-ups, participants completed 
the Family Assessment Measure III, the Martial Satisfaction Inventory-Revised, and the 
Depression Anxiety Stress Scale at a time one and time two intervals, approximately 30 
days apart, where the instruments are designed to measure family functioning 
fulfillment, marital satisfaction, and mood. Data was analyzed using Chi-Square's, 
Independent t-tests, and AN OVA'S to look for relationships among the variables as 
well as differences in time one and time two measurements. 
Vl 
The results suggested that a Solution Focused Family Checkup is effective in 
helping families make desired changes in areas of tasks and functions that maintain 
efficacy at a 30 day follow-up interval, and that some significant changes may occur in 
the marital dyadic relationship as well. The results also suggested that the more 
symptomatic the family the more likely they were to not seek therapy due to the 
symptomatic behaviors and the psychological stigma's associated with seeking 
professional assistance. Ecological issues related to seeking therapy did not rate 
statistical significance. However, in all cases the briefer the therapy and the 
affordability of assistance were the most important choices in ecological information. 
Vll 
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CHAPTER 1 
INTRODUCTION 
Recent studies continue to evidence that there is still a gap between families that 
do not seek treatment and the services provided by family therapists and other providers 
of counseling or mental health care and those families that do. The reasons for this gap 
have been articulated as being mostly ecological and psychological factors such as 
access based problems, or early termination due to issues of child care, affordability, 
transportation problems, financial hardship, and also families limited change 
experiences in a timely manner (Rust et al., 2005; Snell-Johns, Mendez, & Smith, 
2004). Attempts to remedy these ecological and psychological issues for families not 
receiving services have been attempted by several researchers (Uebelacker, Hect, and 
Miller 2006; Dishion, Nelson, & Kavanagh, 2003). 
Using a behavioral intervention approach to address parental influence on high 
risk adolescent substance use, Dishion, et al. (2002) created a Family Checkup that was 
specifically designed as an annual intervention. Using in home taping along with an in 
home observation method, those parents who received this interventional approach, 
compared to a control group who did not receive this same intervention, maintained 
changes in parental monitoring of adolescent behavior which had significantly positive 
results in prevention of adolescent drug use as compared to the non-intervention 
controls. 
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Although the program continued for over four years, the number of interventions and 
the family disruption by outsiders was limited to annual sessions. This approach 
suggested the success of a limited number of interventions needed to help parents of 
high risk adolescents be able to monitor better their children's activities and 
involvement. The study also made the access to preventative care available for 
families . 
Research has continued to demonstrate that the relationships of marital quality, 
social support, extended family support, maternal depression as linked to family 
functioning and child behavior, and father depression or anxiety as related to maternal 
depression and the couples overall psychosocial functioning levels, continue to indicate 
the need for couple or dyadic counseling as well as family therapy (Cunningham, 
Bennes, & Siegel, 1988; Lange, et al., 2005). Cordova, Warren, and Gee (2001) 
developed a Marriage Check-up designed for couples who may not be ready for dyadic 
therapy but were experiencing negative relationship symptoms. The Marriage Check-
Up is a two-visit intervention based upon self-report assessments, a semi-structured 
interview, and a report (used for goal setting) that offered remediation alternatives at the 
second interview using motivational interviewing techniques (Miller & Rollnick, 2002). 
Using a pre-post analysis through self-report formats Cordova, Warren, and Gee (2001) 
reported a significant increase in couple satisfaction based upon the Marital Check-Up. 
In a later study these improvements were reportedly maintained for over two years in 
the majority of the original participants (Gee, Scott, Castellani, & Cordova, 2002). This 
2 
format also demonstrated the potential for ecologically sensitive and psychologically 
permitting successful dyadic interventions. 
Another brief intervention called the Family Check-Up was performed by 
Uebelacker, Hecht, and Miller (2006) using the Drinker's Check-Up model (Miller, 
Benefield, & Tonigan, 1993). The Drinker's Check-Up is Motivational Interviewing 
based upon an empathic approach toward the client, which is a revision of a more direct 
and confrontational style that had been practiced with alcoholic client interventions 
previously. Using assessment, feedback, and goal setting that accepts the clients 
motivational level toward change, without confrontation, proved to be more effective in 
bringing about behavioral changes with longer lasting results (Miller, Benefield, & 
Tonigan, 1993). Uebelacker, Hect, and Miller's (2006) Family Check-up is a two 
session intervention mirroring the Marriage Check-Up by Cordova, Warren, and Gee 
(2001) in which assessment, feedback, and goal setting are applied to whole families 
and whole family systems, not strictly couples functioning as in the Marriage Check-
Up, or Dishion's et al. (2003) Family Check-Up that targeted only specific behavioral 
issues (drug use prevention) between parents and adolescents. In this Family Check-Up 
the authors did state that in many cases the participants were only the parents and not 
the children living in the home. This allowance was to enable discussion of problems 
parents had with child-rearing issues without the disruption or potential harm that might 
befall talking in front of the children. As such this reduced the number of participating 
families from the net 32 families reported to a lesser number of families in which all 
residents of the household participated. Regardless the authors did assert a positive 
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change in family measurements at 90 days after the intervention, again suggesting a 
brief intervention can be effective both ecologically and therapeutically. 
The family therapist attempting to provide services may find the Family Check-
Up to be extremely beneficial in its ecological readiness for many families who are not 
able to attend traditional family therapy due to costs, transportation limitations, child-
care issues, or the psychological stigma of attending therapy that prevents many 
families from engaging assistance. A brief therapy approach that is directed toward 
assessment, feedback, and goal setting that is also time limited to two-sessions that can 
enable modest to moderate changes in family functioning promises to be beneficial. 
Statement of the Problem 
The problem addressed by the current study concerns the ability to replicate the 
Uebelacker, Hecht, & Miller (2006) study using more current Family Therapy familiar 
constructivist methods of therapy, particularly Solution Focused Therapy. And by 
extension other constructivist methods such as Collaborative and Narrative therapies 
used in cormection with recent self-report assessment devices in depicting family issues 
may prove effective. Most family therapists trained today are also being trained in the 
more recent approaches to understanding family functioning found in constructivist 
thinking and are utilizing more Solution Focused, Narrative, and Collaborative 
strategies (Lowe, 2005). Motivational interviewing is essentially based in a modernist 
approach to therapy where a specific definable and reality based approach underlies the 
model even though a collaborative method is emphasized (Uebelacker, Hect, & Miller, 
2006). 
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Assessments in family therapy have also come under critical review. One 
reason is that family therapists do not regularly make use of formal or standardized 
family assessment devices in their daily practice (Bray, 1995). According to Bray the 
reasons for this lack of usage is due to a lack of a unified theory of family functioning, 
and secondly because they are not friendly to constructivist thinking due to structured 
methods of investigation, and thirdly because most assessments have been made for 
research purposes and have not been directly applied to clinical practice. A 
constructivist approach in assessment is more related to a sharing and understanding of 
meanings of events; where the focal point shifts from the therapist knowledge to what 
the family knows about itself and how both therapist and family members participate in 
tbe process of mutual discovery (Mailick & Vigilante, 1997). 
Trying to determine what makes up family function assessment devices that are 
informed by the various systems theories has resulted in many attempts to discern the 
fundamental requirements of family assessment. Thomas (1990) suggested that any 
assessment has to consider the assessor's bias about the ideal family, the uniqueness of 
each person's perceptions, family coping strategies, family adaptation processes, and 
the distinction between research driven issues and clinical issues. Bray (1995) said that 
family composition is a key factor in relating other factors to family functioning, along 
with behaviors and interactions that characterize family relationships like conflict, 
differentiation, communication, problem solving, and control. Bray also included 
family affect since emotional expression usually sets the tone and context for the other 
family processes, and lastly family organization referring to roles and responsibilities 
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which include boundaries and hierarchy. Accordingly, the factors summarized together 
would include communication, conflict, problem-solving, cohesion, affect, intimacy, 
differentiation, triangulation, anxiety management, roles, history, shared meaning, and 
adaptation. To date there is not an assessment that considers all these processes that this 
researcher has found. This is presumably because there is not a theoretical construct in 
which all these factors are combined, and because of the distinction of epistemological 
foundations in modernism and post-modernism. 
The McMaster approach used in the Uebelacker, Hecht, and Miller (2006) 
Family Check-up is a modernist theory based approach designed around family 
"functions". The assessments are based on systems theory and the model "does not 
cover all aspects of family functioning but identifies a number of dimensions which we 
have found important in dealing with clinically presenting families" (Miller, et al. 2000, 
p. l69). These six dimensions include problem-solving, communication, roles, affective 
responsiveness, affective involvement, and behavior control. Missing from this model 
are issues of differentiation, triangulation, shared meaning making, and cohesion as well 
as more functions that might be included depending upon the theory of the research and 
researcher. The .McMaster model is very strong and good for use with family 
assessment if the therapist interviewing the family is more form to function minded. 
However, it is not friendly to the constructivist thinker. In the McMaster model, some 
problems are defined by the model for families, even when the family functions well 
without addressing the therapist's assessment of a problem. As Ryan et al. (2005) 
wrote, " a clinician may need to shake the complacency of a family if there is pathology 
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present that is either not acknowledged or is being avoided by family members. This 
stance is in contrast to postmodem models which posit the clinician should not be so 
directive with families (p.42)." In fact Ryan et al. show their distaste for much of 
constructivist thinking when they later wrote their "model differs from postmodem 
approaches that emphasize individual feelings and input, downplay the responsibility 
family members have regarding their own behavior, and diminish the clinician's role (p. 
206)." 
An alternative approach that appears more open to constructivist thinking is the 
Family Assessment Measure (F AM). This has seven dimensions of assessment that 
include task accomplishment, role performance, communication, affective expression, 
involvement, control, values and norms. These are measured on three dimensions of the 
family including the whole family system, dyadic relationships, and individual 
functioning. This assessment is built upon the Process Model of Family Functioning 
that has its roots, along with the McMaster model, in The Families Category Schema, 
an unpublished manuscript, Jewish General Hospital, Department of Psychology, 
Montreal, Quebec, Canada. (Skinner, Steinhauer, & Sitarenios, 2000). 
The overriding goal of the Process Model is the successful achievement of tasks 
including basic tasks, developmental and crisis tasks. Through task accomplishment the 
family does or does not achieve objectives central to its purpose. These include the 
provision of basic security, sufficient cohesion to maintain the family unit, and 
functioning effectively as part of society. This process then includes task or problem 
identification, exploring of solutions, implementation of selected approaches, and 
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evaluation of results (Skinner, Steinhauer, & Sitarenios, 2000). Jbis process matches 
constructivist thinking in collaboration, solution focused and narrative dimensions. 
For the Solution Focused therapist or other constructivist therapy approaches, 
assessment also consists of understanding that a problem is not defined as ' pathological' 
but only represents when a family or couple or individual might experience being 
' stuck' (Metcalf, 1995). Expectation of change is as normal as morning is to night. 
Resistance is simply an incorrect path on the part of the therapist and not stubbornness 
or pathology on the part of the client. 
Assessments are snap-shots of the current moment and not indicative of what is 
necessarily homeostatic or baseline; simply a measure of current relatedness that often 
is not true in "reality" because of the myriad exceptions or unusual moments when the 
family is functioning differently. The key to problem solving lies in what the family 
already knows how to do and has done so repeatedly before (De Jong & Kim-Berg, 
2002). Because of these convictions in Solution Focused and other constructivist 
thinking, the assessment must also include an interview that allows for the variance in 
perceptions among family members and can validate the paper and pencil information. 
The interview assessment needs to be creative, solution oriented, narrative in 
exploration, and based solidly in client freedom and collaboration. The McMaster 
Model has a structured interview entitled the McMaster Structured Interview of Family 
Functioning (McSIFF) that can fulfill the constructivist approach with minor variation 
(Ryan, et al. 2005). The Uebelacker, Hecht, and Miller (2006) study also used a 
modified version of the McSIFF when interviewing and as a basis for follow-up 
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feedback and goal setting while addressing the client with a Motivational Interviewing 
theory. 
To develop a comprehensive Family Checkup that utilizes systems theory 
constructs of tasks or functions that each family needs to achieve, also recognizing the 
differences in family composition, and the variance in values and beliefs that make-up 
family systems, and to achieve openness and acceptance of these differences, a more 
constructivist theory is being applied in Solution Focused Therapy that simultaneously 
addresses the ecological and psychological problems faced in providing effective and 
available family services to families in need. This replication of the Uebelacker, Hecht, 
and Miller (2006) study is addressing many of the same issues with the significant 
change being whether the same positive results can be achieved in a shorter time frame 
using a less problem centered and directive method and applying a more solution 
oriented approach that is potentially more familiar to marriage and family therapists 
(1vfFT) today. 
Rationale for the Study 
A significant number of families that experience family or dyadic relational 
problems are not seeking therapy from qualified MFT's (Rust, et al., 2005; Snell-Johns, 
Mendez, & Smith, 2004). Families and couples are prevented from seeking or receiving 
these services because of psychological issues around social stigma's regarding 
counseling, past negative experiences, and perceptions of professionals as being 
actually unhelpful. As well, if family members were willing to attend family therapy 
there are ecological issues of available time for couples or whole families, issues around 
9 
transportation, child care, economics, and other such factors that create roadblocks to 
positive perceptions. 
Brief positive interventions have been developed that last 2 to 3 sessions in 
which positive change has been accomplished in couples and families and has had 
lasting impact upon marriages and families (Dishion et al., 2002; Cordova, Warren, & 
Gee, 2001; Uebelacker, Hecht, and Miller 2006). The shortfall of these studies is the 
lack of diversity in family structure, the reluctance to use all resident family members in 
each family, and the more directive approach of modernist systemic theories including 
motivational interviewing (Ryan, et al., 2005). 
Using a variance of assessment structures that enable a constructivist perspective 
in interviewing and solution orientation instead of problem orientation and directive 
feedback, the question was if replication of these various studies using constructivist 
principles would result in a brief, 2 session, positive intervention that allows families to 
assume roles and responsibilities, tasks and functions, beliefs and values that support 
positive change. The rationale for the study was whether a non-directive solution 
oriented approach would achieve the same results achieved with a more directive 
modernist theory. 
Research Questions and Hypotheses 
The following research questions were posed: Is readiness for family therapy 
determined more by family disharmony due to tasks and function criteria not being met 
or by symptoms such as depressive behavior, marital discord, or parent-child 
difficulties, or the necessity of the combination of both? Will families be more likely to 
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invest (time, money and energy) in a predetermined brief interventional process and is 
this due to ecological, psychological, or other reasons? Does a Solution Focused 
approach create positive goals based on the fmdings of the assessment process and thus 
raise the measurable level of family functioning and tasks upon completion of a two-
session intervention on 30 day follow-up? 
Consistent with the research questions, the following hypotheses were offered: 
1. There will be no statistically significant difference in reasons for families 
seeking family therapy between family success or failure at tasks and 
functions, and families that experience clinical symptoms within individuals 
such as depressive behavior, anxiety, stress or other symptomatic behaviors. 
2 . There will be no statistically significant difference in family decisions to 
engage in family therapy based on a predetermined brief interventional 
process lasting 2 sessions, and family decisions to engage in family therapy 
based on a predetermined interventional process lasting up to 12 sessions or 
more with a weekly commitment. 
3. There will be no statistically significant difference in families overall 
functioning and task scores on the Family Assessment Measure (FAM III) 
that also scores in the statistically normative range on the Marital 
Satisfaction Inventory- Revised (MSI-R) and the families overall 
functioning and task scores on the F AM III that also score outside the 
statistically normative range on the MSI-R. 
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4. There will be no statistically significant difference in the Family Assessment 
Measure (F AM III), the Marital Satisfaction Inventory- Revised (MSI-R) 
and the Depression Anxiety Stress Scales (DASS) scores between the first 
assessment of these scores before the Solution Focused Family Checkup is 
begun and the second assessment of these scores 30 days after the Solution 
Focused Family Checkup has been completed. 
Theoretical Perspective 
The overarching framework for this study was provided by 
constructivist/constructionist theory. This approach provides a 'structure' for 
understanding the human encounter from a 'knowing/not knowing' stance. 
Specifically, there is a tension between how therapists can be 'knowing' in the sense of 
providing a sense of a professional stance, expertise, and agency, while simultaneously 
taking a ' not knowing' stance of reflection, curiosity, and collaboration in the 
therapeutic encounter. Yet a Family Checkup provides precisely both positions when it 
allows for a structured set of assessments (knowing) and then provides a modified 
structured interview (not knowing) that does not assume but collaborates in family 
definitions and narratives (Lamer, 2000). 
Byng-Hall (2000) elucidated the problem most clearly when he wrote, "we have 
been giving up the use of models of therapy that rely on clear definitions of what should 
happen in the family (p. 264)". In essence the postmodemist or constructivist 
perspective does not deny there are developmental pathways through which a family 
will travel, but it does deny that these pathways are scripted and necessary to be 
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followed in any particular way such as Structural Theory. As Byng-Hall went on to 
write, the role of the MFT has changed as well in that under the view of postmodernism 
we have come to recognize our client's views as having validity of their own, and 
MFT' s see their work as helping clients come to their own decisions. 
The Solution Focused Approach toward interviewing and working with families 
is not problem focused although it does not deny the existence of family issues and of a 
family being stuck in repetitive patterns that are not serving the goals ofthe family (De 
Jong & Kim Berg, 2002). In that regard this paper then utilizes Walsh (2003) 
understanding of family resilience, in that all families are resilient, and this can be best 
built upon by using key family resources and strengths already within the family. 
Walsh said that the three key principles of family resilience are its belief system, 
organizational pattern, and communication (2003). This supports theoretically the use 
of the F AM III and the modified McSIFF in determining these dynamics from structure 
to beliefs and values and communication styles. Using the postmodemist approach also 
allows for families to determine from their strengths and resources their own best goals 
and options for implementation in resolution of concerns (solution building) and 
effectiveness. 
Assumptions 
The following asswnptions were proposed to strengthen the current study and to 
reduce error variance: 
1. The validity and reliability of the F AM III and the Marital Satisfaction 
Inventory-Revised and the Depression Anxiety Stress Scale are accurate 
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reflections of their capabilities. 
2. Participants will accurately report their family experience and understanding on 
the paper and pencil instruments. 
3. That Ordinal and Interval levels of measurement can be assumed throughout the 
study. 
4 . There will be no clinically significant different distinctions between the families 
who participate in this study and those who decline participation. 
Definition of Terms 
For the purposes of this research, the following definitions of terms were 
maintained. 
Family: The intentional living together of adults (married, cohabitation, gay and 
lesbian, or single parent) and children (natural born, adopted, foster child, blended 
family) in a single household that share common resources of economic, educational, 
and life sustaining nature (Beach, Sandeen & O'Leary, 1990). 
Depression: As defined by the Diagnostic and Statistical Manual IV-Text 
Revised of the American Psychiatric Association (1994). 
Schizophrenia: As defined by the Diagnostic and Statistical Manual IV-Text 
Revised ofthe American Psychiatric Association (1994). 
Bi-Polar Disorder: As defined by the Diagnostic and Statistical Manual IV-Text 
Revised of the American Psychiatric Association (1994). 
Asperger's Disorder: As defined by the Diagnostic and Statistical Manual IV-
Text Revised ofthe American Psychiatric Association (1994). 
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Autism: As defmed by the Diagnostic and Statistical Manual IV-Text Revised of 
the American Psychiatric Association (1994). 
Attention Deficit Hyperactivity Disorder: As defined by the Diagnostic and 
Statistical Manual IV-Text Revised of the American Psychiatric Association (1994). 
Eating Disorder: (Specifically Anorexia Nervosa and Bulimia) - As defined by 
the Diagnostic and Statistical Manual IV-Text Revised of the American Psychiatric 
Association (1994 ). 
Obsessive-Compulsive Disorder: As defined by the Diagnostic and Statistical 
Manual IV-Text Revised ofthe American Psychiatric Association (1994). 
Marital or Relationship Satisfaction: The state of perceived quality of one's 
marital or cohabitating relationship as measured by the responses of participants and 
their spouses/partners on the Marital Satisfaction Inventory-Revised (Snyder, 1997). 
Family Satisfaction: The state of perceived quality of one's family relationships 
and functional or task achievement as measured by the responses of participants on the 
Family Assessment Measure HI Scale (Skinner, Steinhauer, and Sitarenios, 2000). 
Delimitations 
The following delimitations represented an intentional narrowing of the scope of 
this study: 
1. Persons reporting current or past formal diagnosis and treatment of Bi-polar 
Disorder, addictive substance abuse, Obsessive-Compulsive Disorder, 
Anorexia Nervosa or Bulimia, Attention Deficit Hyperactivity Disorder, 
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Asperger's Disorder, Autism, and/or Schizophrenia in any current member 
of the family were excluded. 
2. All participants report "living in" a family structure and not apart or 
separate, including military personnel who may be stationed away from 
home for extended periods of time. 
3 . All children participating in written assessments were at least 8 years old and 
in the 3rd grade of school, not exceeding 18 years of age, or high school 
graduation, and living at home with their parents or step-parent. 
4. All participants were not randomly selected but recruited from a local 
community church in the North Texas area and this will impose restrictions 
on geography, SES, and other variables that affect generalizeability. 
Summary 
Studies continue to evidence that there is a gap between families that do not seek 
treatment and the services provided by family therapists and other providers of 
counseling or mental health care and families that do. The reasons for this gap have 
been articulated as being mostly ecological and psychological factors such as access 
based problems, or early termination due to issues of child care, affordability, 
transportation problems, fmancial hardship, and also families limited change 
experiences in a timely manner (Rust et al., 2005; Snell-Johns, Mendez, & Smith, 
2004). Studies have been conducted that provide potential means to eliminate or 
reduce the gap in families that receive needed counseling services and those that do 
not receive them (Cordova, Warren, & Gee, 2001; Dishion et al. , 2002; Uebelacker, 
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Hecht, and Miller 2006). However, none of these studies have been replicated in 
different locations using postmodem approaches toward family development, 
beliefs, and norms. In the previous studies these nonns have been defined as tasks 
or functions that each family should accomplish to be considered healthy. Did the 
more postmodem approach to assessment and openness to various family norms and 
values also provide positive interventions through a brief two session assessment, 
feedback, and goal setting activity? Did a Solution Focused approach utilizing 
family strengths and resources create meaningful and acceptable goals for family 
development? 
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CHAPTER II 
LITERATURE REVIEW 
This review will first address the basic argument in Family Therapy between 
modernism and constructivism and then progress towards accommodating these 
differences in Critical Realism (Bhaskar, 1989). Specifically, the problems imposed 
between General Systems Theory (GS1) and Radical Constructivism (RC) will be 
addressed as they impact this study's theoretical and methodological structure. Critical 
Realism will be suggested as an alternative that mediates between GST and RC that 
makes this research approach logical from a philosophical position._ The review will 
address the difficulties in families attending therapy, as well as the question of whether it 
is family functioning, or obsetved and experienced pathology that brings the family into 
therapy. The role of depression in marriage and the depressed adult member's parent-
child relationships will be used in this perspective. The same role for depression theory 
will then be applied to the question of whether marital functioning levels (healthy or 
disruptive) are necessarily synonymous with family functioning levels; and if these two 
general structures can be analyzed for underlying moderators that suggest different 
independent variable strengths and necessary directionality, or causation, on the 
dependent variables? Finally, a review of brief therapy effectiveness in previous studies 
will be reviewed to provide the basis of using a two-session approach for creating 
positive family interventions. 
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\~_)Modernism and Constructivism 
Prior to constructivism, realism was the predominant theory of knowledge. The 
realist view was known as modernism in its general sense, and the view was simply that 
knowledge and reality were separate constructs (Pilgrim, 2000). Knowledge is a picture 
or representation of reality. Modem science or the hard sciences are still predominantly 
based in this view (Colliver, 2002). Modernism is essentially a metaphysical view of 
reality. It is metaphysical in the sense that modernism assumes and reports that there is 
a reality different from the observer that can be known, or at least accurately depicted 
and represented (Bhaskar, 1989). Constructivism on the other hand has taken a more 
pragmatic view (non-metaphysical) that claims our knowledge is not of a reality "out 
there" but knowledge consists only of the ideas we construct. In essence, we can only 
claim whether our ideas work, whether they achieve the ends they were designed to 
achieve, if they have the desired pragmatic consequences we seek, and whether our 
constructions allow us to predict and control (Nash, 1999). Within this dialectic 
institutions, from "nation state" to something commonly referred to as "family", come 
under fire in determining what really exists, if anything at all, that makes sense of the 
construction. Proving these constructions actually exist depends upon the "meaning" of 
the construction (Bhaskar, 1989). 
Ultimately this argument depends upon one's view of ontology. Does 
something actually exist independent of the observer and how is that defined and 
experienced? Nash ( 1999) referred to the sociological positions taken by analysis of 
systems. Systems constructed by people have certain functions, such as governing a 
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nation, or raising children. Systems in this regard can be spoken of in their ability to act 
upon the world. As Nash (1999) pointed out, it is the concept of systems and structures 
than can be talked about, but it is systems that have "emergent properties", and thus can 
and do have an effect upon the world. This is best understood then through the logic 
that any real (ontological) thing necessarily has some effect on some other thing. This 
is how a modernist would argue that defined social relationships (families, nations) 
have an effect on how those social groups would act. 
Family Therapy has historically been driven by systems theories. General 
systems theory is a form of modernism because it recognizes and establishes the reality 
of systems and their "functions" or "goals". Because family therapy has its historical 
roots in modernism the revolution of second-order cybernetics and constructivist 
theories of therapy, that questioned so many of the modernist principles about 
observation and the role of the observer to the observed, enabled Family Therapy to 
begin to incorporate more post-modern approaches to reality. The history from Kelly in 
the 1950's and his Personal Construct Theory, to Epston and White's Narrative 
Therapy, is too long to cover here and well known to Family Therapists. What is 
important to establish in this study is the embattled questions of epistemology and 
ontology and their usages when merging modernist assessments and postmodernist 
perspectives. All of us have to decide if what we see in common experience is true, that 
an apple falling from a tree will hit the ground or it is just a flirtation with our 
imagination that recreates a narrative we already rehearse. Along with that, we have to 
determine epistemologically if the apple will drop "out there", independent of the 
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observer, or whether it is the observer's occupation of space and time within a specific 
range of effect that the apple and observer co-create the fall. 
In this study the work ofBhaskar (1989) will be employed to merge the 
theoretical positions of modernism and constructivism. Bhaskar's theory suggests that 
there is a means by which to merge realist ontology and a constructivist epistemology. 
His assumptions are (1) that real causal relationships can be demonstrated such as 
helium escaping a balloon will change the balloons location to the ground; (2) that 
causal relationships are present in three types of ontology, (a) inherent-where increased 
heat causes molecular separation in matter, (b) contingent- where the speed of the car 
in striking a concrete pole will detennine the damages, and (c) empirical- where 
observations are made of the fust two relationships. It is worth noting that the first two 
would occur regardless of whether anyone observes them or not. Trees fall in a forest 
whether anyone is there or not. (3) Reality is differentiated which means that things 
take place because of the particular mixing together of several natural objects and/or 
social agents. In families this amounts to the systems openness and closeness where 
different agents with different power bases interact and outcomes are highly variable 
and not always predictable. And (4) Social practice exists as an existential reality, that 
is both generated and affected by complex causal chains, that is independent of any 
theories we apply to social understanding. In other words, reality just is, but our 
experience of it and knowledge of it has a separate reality, and is subjectively and inter-
subjectively generated (Bhaskar, 1989). 
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These concepts of Bhaskar do not eclipse the arguments that can be raised 
between realists and constructivists. However, this particular study is merging both 
realist theory with assessment instruments and constructivist theory with reflection, 
strength building, and goal setting in Solution Focused Therapy's methodology of 
intervention. Without a clear understanding of the mixture of these two theories in the 
Critical Realist theory of Bhaskar (1989) this study would falter on ontological and 
epistemological grounds. 
Family Function or Family Pathology 
A fundamental question that ought to be asked is whether families are willing to 
seek therapy based upon a breakdown in family functioning, the occurrence of 
pathology in one or more of its members, or the combination of both? Families have 
been reluctant to receive necessary therapy for a host of reasons including both 
psychological and ecological (Rust, et al., 2005; Snell-Johns, Mendez, & Smith, 2004). 
The reasons include psychological issues regarding embarrassment or stigma at being 
seen for counseling, and ecological issues like time, transportation, child-care, and 
finances. What has not been adequately studied is when a family does come for 
treatment, what was the actual impetus in categorical terms. The two categories 
proposed in this study are 'functional' reasons and 'pathological' reasons for deciding 
to seek help. 
Correlational statistics have been historically used in research to suggest the 
relationships between risk factors and negative outcomes in an unlimited variety of 
studies. What has been missing from the correlational research, in many cases, is the 
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role of mediators and moderators in determining whether couples or families seek 
therapy for functional or pathological reasons (Cummings, et al. , 2001). Mediators are 
conceptualized as explaining, partly at least, how and why risk factors lead to negative 
outcomes. Moderators are used to specify the strength and direction of relationships 
between independent variables and a specific outcome. Moderators recognize that the 
degree of risk or the degree of strength, of the independent variable, is not always the 
same across different variables and different contexts (Cummings, et al., 2001). 
Using depression as defmed by the Diagnostic and Statistical Manual IV-TR of 
the American Psychiatric Association (2000) for the pathological nosology, and for 
studying couple functioning, using the Beach ( 1990) model of Behavioral Marital 
Therapy, there have been many studies that have demonstrated the combination of 
multiple effects depression has upon the dyad, and theoretically, upon family 
functioning, including child raising (Beach, 1990; Caplan et al. 1989; Cox, Puckering, 
Pound, & Mills, 1987; Cummings & Davies, 1999). Depression is reported to have 
negative effects upon marital conflict in the early years of child rearing; but marital 
discord in another study was more closely related to disruptions in mother-child 
relationships rather than maternal depression. Depressed parents are more likely to use 
direct and forceful strategies and less likely to end disagreements in compromise 
(Cummings & Davies, 1999). As well, depressed persons have characteristic speech 
patterns, hesitations, silences; poor eye contact; and negative self-disclosures (Gotlib, 
1982). Often in families in which one or both parents are depressed, extra-familial 
anxiety inducing factors are involved, such as unemployment, low socioeconomic 
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status, educational disadvantage, and others that exacerbate existing minor pathology, 
causing more irritable, critical and punitive behaviors (Webster-Stratton, 1990). These 
behaviors have a direct impact upon the interpersonal relationships of parents to 
parents, as well as parents to children. Although depression may serve as a mediator 
toward family dysfunction as well as marital dysfunction, is depression in one member 
of the family the moderator, or are the resultant outcomes from depression that effect 
function and goals the moderator, that challenges families to seek help? 
-( ~ Quick or Brief Therapy? 
An ecological and psychological issue facing family therapists today is also 
found in the pragmatics of time in therapy, client expectations about therapeutic change, 
and effectiveness. With managed health-care demanding diagnostics and treatment for 
individuals with little or no provision for family therapy, briefer forms of therapy are 
being required for cost-effectiveness. In addition brief forms of therapy are, or have 
become, nonnative for most discussions about therapeutic practice (Lipchik, 1994). 
This is making family therapists, because of social and institutional pressures move 
more toward even briefer therapies (Austed & Hoyt, 1992). 
Gupta, Coyne and Beach (2003) looked into the questions raised by third-party 
payers from the position of examining efficacy of therapy. According to their research 
there are fewer outcome studies of interventions for couples (and I assume families as 
well) than reviews that summarize their findings. The argument these authors are 
making is that efficacy of marital therapy, or any therapy, should be based on empirical 
evidence. This means clinical trials with placebo groups (wait-Jist groups) and that the 
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standard, or established treatment, is shown to work better than a lack of treatment. The 
question being raised by these authors is whether talk-therapy is an alternative to 
medication for some persons who have not had adequate response to medication. The 
scientific concern is the efficacy issue versus the effectiveness argument. 
Efficacy according to Gupta, Coyne, and Beach (2003) refers to a treatment 
under highly restricted conditions where there is some uniformity in the sample and 
control-group, that the treatment is carefully monitored, that highly trained persons 
provide the treatment, and that the drop-out rate be controlled through means in which 
the participants receive benefit from completing the process. This is entirely different 
than most all published studies to date. 
Effectiveness according to Gupta, Coyne, and Beach (2003) refers to treatment 
under more routine conditions, with more diverse subjects, using clinicians who are not 
so well trained, or monitored, to "ensure fidelity of treatment" (p. 334) in settings that 
are more reasonably like primary clinical care conditions. The argument is that in 
routine clinical studies the ability to replicate what is done in controlled clinical trials is 
unlikely to be accomplished. Yet, the routine clinical setting is precisely where therapy 
is done. 
People and clinicians are dealing with third party payers, managed health-care 
regulations and other providers of resources for families (agencies and governments) 
who only approve using methods of therapy that have proven efficacy or effectiveness. 
Clinicians using other family or couple therapy methods have in their efforts to provide 
therapy failed in Gupta, Coyne, and Beach's (2003) concept of"Reach". The ability for 
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a treatment to have Reach means that its effectiveness can be demonstrated, which to 
date has only been accomplished by Behavioral Marital Therapy (Beach, 1990). Reach 
depends entirely upon proving the concept of effectiveness, and that the therapy has 
proven benefit for those who potentially would seek treatment, and that it is cost-
effective and brief in duration (Gupta, Coyne, and Beach, 2003). 
There have been several studies done that have challenged therapy to move from 
what is traditionally known as brief therapy with 12 to 16 sessions (Book, 1997) to a 
'Quick' (this researcher's word) therapy involving 2 to 3 sessions, using assessment and 
feedback, with goal setting, as the primary condition of therapist involvement (Cordova, 
Warren & Gee, 2001; Davidson & Horvath, 1997; Ubelacker, Hect, & Miller, 2006; 
Worthington, et al., 1995). Wothington, et al. ( 1995) studied the effects of individual 
assessment and feedback in relation to only completing a written assessment(s) about 
couples relationship satisfaction and commitment. In Worthington's study assessment-
with-feedback couples improved more over time than did written-assessment-only 
couples. This study was able to document that assessment and feedback produced small 
positive changes in already well ftmctioning couples. 
Cordova, Warren & Gee, (2001) changed the population in their study from well 
functioning to at-risk couples, and using a "Marital Checkup" (MC) language-concept 
instead of "therapy" to de-stigmatize the process. Again, assessment was done with 
written inventories but the process also included a semi-structured interview, based on 
Gottman's Oral History Interview (1999). This was followed with a second session in 
which feedback and goal setting was implemented, using a Motivational Interviewing 
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technique. In the second session individuals or couples, identified as facing severe 
pathology or serious marital disruption, were advised to seek therapy, along with the 
goal setting process of what the couple could begin doing anyway. The outcome of this 
study was that couples showed a marked increase in couple satisfaction from pre-to-post 
checkup, and this improvement continued one month later. Two years later, Gee, Scott, 
Castellani, & Cordova (2002) conducted a follow-up study that demonstrated that the 
couples affective tone in the Oral History Interview, and at the second session, 
predicted their later marital satisfaction, and that those who received treatment 
recommendations (therapy) predicted subsequent treatment seeking for wives, and 
finally that positive changes that did occur from the goal setting in martially distressed 
couples were self-sustaining. 
Davidson & Horvath ( 1997) using a Strategic Family Therapy Approach 
compared a treatment group to a wait-list group, in which the treatment group received 
3 sessions of therapy utilizing reframing, and restraining techniques. The treatment 
group, in later follow-up, showed marked increases in dyadic adjustment, target 
complaints, and conflict resolution. There was no difference in relationship beliefs, and 
spousal attributions, between the treatment and the waiting-list group after the 3 
sessions of therapy. At the end of the 3-session treatment, couples were given 
"treatment directives" which were essentially goals, the couples and the therapist agreed 
upon. The treatment improvements in couple functioning were maintained at 6 weeks 
follow-up. 
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Uebelacker, Hect, and Miller (2006) following the method of Cordova, Gee & 
Warren (2001) developed a two-session intervention following much of the same 
guidelines; assessment, interview, feedback and goal setting. However, the purpose of 
the work was to help families identify and "become motivated" to make changes to any 
family "function" that was assessed as needing assistance. Using a 3-month follow-up 
study of family functioning there was improvement in the families treated, but also 
reported were two couples that had a decrease in family functioning. One reason given 
for this decrease with the two couples is that the assessment did point out problems that 
had previously been ignored, and now became subject to couple/family scrutiny. 
Another reason could come from Waring (1994) who showed that marital therapy with 
some extremely depressed women proved to be a negative intervention overall. This 
raises again the question of the moderation affect between independent variables in their 
strength and direction as they are related to the dependent variables in question. 
Overall, in the Uebelacker, Hect, and Miller (2006) study, the mean rate of family 
functioning did improve and remain strong within the 3-month follow-up for most all 
families participating. 
All these studies suggest a well known conclusion found in Solution Focused 
Therapy (DeJong & Berg, 2002; O'Hanlon & Davis, 1989; Metcalf, 1995, Metcalf, 
1998) that individuals, couples, and families know the solutions to their problems they 
may be facing because they have already been using them in other contexts of family 
life. The studies above demonstrate that when families are presented with a clear 
behavioral definition, or conceptualization, of experienced difficulties, they can readily 
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access behaviors, and choices, that lead to resolutions that are effective, even if not 
demonstrated efficacious. The brevity of Solution Focused Therapy has been 
recognized because of its immediate attention to what has worked before, and can be 
employed again, that has served families, couples, and/or individuals well. 
Theoretically, change can happen when existing strengths and solutions are employed. 
Dyadic Adjustment and Family Functioning 
Anderson (1985) did a study in couples and families that dropped out of therapy 
and those that continued the course of therapy prescribed by the therapist. What is 
interesting about this study is that is was done over twenty years ago, prior to the 
popularity of postmodern therapy approaches, and during the time of more directive 
therapeutic behaviors. This style of therapy ultimately is more applicable to many of 
the approaches suggested by assessments of families . As Ryan et al. (2005) made clear, 
using the McMaster assessment and theory, the therapist is obligated to "confront" 
clients when they are not willing to look at behaviors that fall outside the "normative" 
range of family "functioning". 
In the Anderson (1985) study, families who completed therapy were more 
frequently exposed to interventions such as "firming up appropriate boundaries", 
escalating conflict, establishing individual boundaries, and advice giving over the entire 
course of therapy. It is also noteworthy that both husbands and wives, in families who 
completed therapy, reported greater life happiness and marital happiness prior to the 
initiation of therapy, than did the families that did not complete therapy. Interestingly, 
the two factors of life happiness and marital happiness, prior to therapy, appeared to be 
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more determinate than did the method of therapeutic intervention; especially in light of 
one study previously mentioned, that listed positive affective responses as being 
determinate of later marital harmony (Gee, Scott, Castellani, & Cordova, 2002). 
The older studies (Anderson, 1985) are captives of their time, and the then 
current research. When considering pathology such as depression and marriage, there 
are ample studies that causally link marital disruption and depression. The historical 
family therapy application or intervention to this situation has been dyadic, suggesting 
that if the therapist treats the functional relationship (including the affective 
components) of the marriage, the depression will resolve. Coyne and Benazon (2001) 
have challenged this long standing relational tie with more recent research on the 
etiology of depression, the history of depressive states in romantic relationships prior to 
marriage, and the fact that as long as the concepts of marriage and depression are 
measured in 2X2 designs, crossing depression and marital problems, the nature of the 
association will not be clear. The moderating effect of marital disharmony on 
depressive symptoms, and vice versa, may prove to be different over a longitudinal 
study (Karney, 2001). 
The historical research relationships between marital dysfi.mction and family 
disruption are also 2X2 statistical designs in most cases; designs that do not include the 
question of mediators and moderators, including pathology such as depression or 
anxiety. By asking clients what specifically brings them to therapy, or what it is they 
would like changed, sometimes the answer is functional in nature (communication, 
responsibility, economics, etc.) and sometimes it is pathological ("She is always so 
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sad"; or "He doesn't have any interest in me anymore"). When the answer is 
functional, as opposed to pathological, a different understanding of the family 
breakdown and problems might be evident (Beach, 2001 ). In effect, relational problems 
between the spouses does not mean the family is poorly functioning, not accomplishing 
life's tasks, and not achieving its goals. As well, when one member of the dyad is 
pathological, it does not necessarily mean that the other member of the dyad is 
promoting that pathology, or the couple has reason to assume that the functional aspects 
of the marriage are performing outside the scope of "normal". As Coyne and Benazon 
(200 1) pointed out, historically the non-depressed spouse has been treated as if they 
were non-supportive to the depressed spouse or in addressing the dyad, "couples are 
asked to accept that their conflict has caused the depression and that the occurrence of 
recurrence of depression represents a failure of their coping skills and, by implication, 
evidence of their inadequacy" (p. 36). Recent evidence suggests this is no longer a 
tenable theory in many cases, if not most cases, today (Beach, 2001 ). 
By the evidence suggested in the literature, the question of direct relationship 
between poor dyadic functioning and overall family functioning, as one necessarily 
having a negative outcome effect upon the other's functioning, may prove true in simple 
statistical designs. When the statistical design accounts for mediators and also includes 
potential moderators, the impact may change the picture, suggesting that families may 
"function" quite well, that is, reach goals, transcend life's normal passages, provide 
safety and security, etc., with marital disruption occurring (Coyne & Benazon, 2001). 
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Assessing Families 
In the broad spectrum of assessments that cover multiple topics, from 
personality to independent analysis of specific diagnostic categories, when it comes to 
assessing families, the two most broad assessment spectrums referencing 'families ' are 
best described as ' functioning' and 'relationship' measures (Parr, 2000; Miller, et al., 
2000; Thomas, 1990). Historically, family therapists have not used assessment 
measures regularly because of a lack of standardized theory of family functioning; 
because of the view that assessments are empirically based and not clinically relevant; 
because assessments are also regarded as research instruments and not specifically 
applicable to the clinical setting, a setting that has to engage context, culture, qualitative 
views of family functioning, and the constructivist or post-modern approaches to family 
understanding; and because most instruments do not provide clinically relevant "norms" 
and comparisons necessary for use in clinical practice (Bray, 1995; Thomas, 1990). 
On the other hand, assessments have become important in the days of managed 
care as they have empirical relationship to outcome studies, suggesting effectiveness 
and/or "efficacy" of specific practice procedures, or theoretical orientations, for third 
party payers (Bray, 1995; Gupta, Coyne, & Beach, 2003). When assessments are not 
considered from the context of normative data, suggesting outliers as non-pathological, 
but instead suggesting normative data as comparative information, many post-modern 
thinkers, and necessarily by default postmodern practitioners, do not allow for a 
transcendental reality that encompasses constructivist and postmodem epistemologies 
(Bhaskar, 1989; Mailick & Vigilante, 1997). In a postmodem light, assessments can be 
32 
seen as useful but hardly efficacious, effective but not conclusive. This ontological 
denial promotes a lack of"Reach" (Gupta, Coyne, and Beach, 2003) and makes 
assessment and follow-up therapy unable to be regarded as 'empirically based'; a 
necessity born of economics that directly affects the ecological availability of therapy to 
a large segment of society. 
Incorporating Critical Realism (Bhaskar, 1989) into the philosophical premise of 
this research purposively attempts to surmount the obstacle between postmodern 
therapeutic approaches with outcome studies that promote effectiveness, and modernist 
approaches of therapy, by defining functions as an ontological reality within family 
structure, but not with specific epistemic content. By using the assessment measures of 
goals and functions in the various instruments, the postmodem therapist/family is 
encouraged to defme the reality of the structural function outcome within the frame that 
social reality is, and comes to pass, because of a loop of causal chains, and is 
independent of any particular theory about the function. However, the ability of the 
family to meet specific demands that are more general within the larger frame of social 
reality (environmental context) that also just is, often determines the experienced reality 
of a family membership and its narrative. 
This study proposes a null hypothesis between time I and time 2 of assessments 
on the FAM III and the Marital Satisfaction Inventory- Revised related to changes in 
composite scores of participants. However, a change in narrative promotes changes in 
perceived functioning even when structurally the ontological reality of a function may 
not be different. The improvement in the epistemic reality may not change the 
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ontological structural fimctioning, but it can change the narrative meaning which is 
measurable empirically. This will be tested to see if the null is upheld. 
Summary 
This study was designed to test whether a family comes to therapy to resolve 
functional, pathological, or a combination of complaints. It was designed to test if 
families are more open to seeking assistance when the intervention is of very short 
duration and therefore more ecologically friendly. It was designed to test if family 
functioning or goal attainment of its members was necessarily interrupted by marital 
discord, or pathology, or if the these structures enjoyed independent status at a 
statistically significant level, suggesting moderators strength on specific domains of 
functioning may be more helpful in therapeutic planning. It was also designed to see if 
a Solution Focused approach to interview, feedback, and goal setting was effective as a 
"quick" intervention that promotes positive change, and change that endures in follow-
up assessments, without having to enjoin a family in arena's it is not ready to pursue, 
regardless of the functional theory of the underlying assessment. This in turn suggests 
"effectiveness" of the approach and can be tested and replicated in various formats with 
normal clinical populations as well as specifically "clinical trials". 
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CHAPTER III 
METHODOLOGY 
Thls study was designed to examine families that traditionally do not seek 
therapy, for both ecological concerns, and psychological issue's related to social 
stigma's, past negative experiences, and perceptions as professionals being unhelpful, in 
an effort to develop a brief, positive intervention using formalized assessments, and 
Solution Focused therapeutic goal setting, as a provision of services that are 
ecologically and psychologically inviting to families in need. Specifically this study 
focused on the families ability to receive assessments of function and tasks, set Solution 
Focused goals where desired, and thus improve family functional perceptions. 
Subjects 
The subjects in this study consisted of families living within a single household 
which included up to three generations of family members. The subjects identified as 
couples or parents were legally married, they were heterosexual, racially diverse, and 
single-parents (n=l) was not living with another adult or romantic partner, and all were 
of various socio-economic status. The residential custodian of all children/adolescents 
within the household were the actual biological parents of the children and/or 
adolescents living within the household except for one step parent. Blended families 
were not excluded from this study. Children in the household had not all reached the 
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third grade and 2 exceed 18 years of age or had graduated from secondary school. 
Subjects were also screened by the primary questionnaire for active or past Attention 
Deficit 
Hyperactivity Disorder, Asperger's Syndrome, Autism, Obsessive-Compulsive 
Disorder, Bi-Polar Disorder, Psychosis, Schizophrenia, and Anorexia or Bulimia; all of 
whom were included from this study. The minimum number of family/household units 
in the study totaled 20. Subjects were chosen from a convenience sample by 
advertisement of the research in one community church in the North Texas area. The 
design was an open trial . 
Protection of Human Subjects 
This study was presented to the Human Subjects Review Committee at Texas 
Woman's University. All recommendations made by the committee to further protect 
the subjects was implemented. Approval from the Institutional Review Board was 
obtained prior to commencement of any activity. A consent form and demographic 
questionnaire was completed by the participants at the same time they complete the 
assessments for this study. Participants were assured that their participation was 
completely voluntary and that their responses were kept anonymous through a coding of 
each participants responses. 
Research Design and Procedure 
The researcher obtained a letter of permission from the pastor of a local 
community church in North Texas prior to commencement of church recruitment. 
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All participants who wished to participate or showed interest in participating in 
this study were contacted by the researcher directly by telephone, or by referral from the 
participating Pastor. Referral persons were contacted by the researcher by telephone 
only. A brief telephone explanation of the study and its purpose was given to each 
potential participant/caller/referral. If the inquirer/referral wished to join in the research 
a letter that explains the distribution and collection procedures, as well as the purpose of 
the study, was mailed or handed to the participant; including a letter of consent that was 
-
to be signed by the couple/parents for themselves, and on behalf of their qualified 
children. Included in this packet of information was the assessment instruments to be 
completed at home by both members of any couple, or by the single-parent, as well as 
the only instrument to be completed by the age appropriate children/adolescents living 
within the household, with their parent's supervision and permission. The instructions 
included that the assessments completed by the adults were to be answered privately. 
Lastly, included in the packet was a demographic questionnaire .. This complete packet 
of information was brought by the family to the first meeting which was scheduled with 
the researcher during the initial phone call or contact. 
The Family Checkup occurred over the course of two 2-hour sessions, 2 weeks 
apart. All families worked with the researcher only. Families were interviewed in a 
___./ 
..... , 
local church in the North Texas area, in a room that has been created and is currently 
used for community counseling purposes. This local community church is easily 
accessible and central to the geography of the city in North Texas and surrounding 
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communities. At the first meeting, any assessments mailed previously that were not 
completed were finished in the church office prior to the interview. 
In the first meeting two types of assessment took lace, one is a modified 
version of the McSIF~ m~d_:I used with every family, and the other is Broderick 
Commitment Scale (BCS) used only with couples and not single-parent households. 
The BCS (Beach, Sandeen, & O'Leary, 1990) was used to determine if possible hidden 
agenda items may be present in either member of the dyad, and to provide a few 
moments in private for the researcher to explore that information. Hidden agenda items 
include desire to divorce; non-committal feelings due to a belief in unworkable 
characteristics of the marriage or union but "going through the motions" in order to 
demonstrate that every effort was made; or if one spouse/dyadic member saw this 
opportunity as good for informing the other member of their intention to exit the 
relationship. No hidden agenda items were discovered that would disrupt the 
collaborative relationships between the couple and researcher, thus the BCS results 
were brought forward without revealing specifics or breaching confidentiality, and the 
family was reaffirmed from of its commitment at the beginning ofthe first meeting. 
Following the review of the BCS the researcher began by asking the family to 
provide a list of"strengths" that each member sees in their family. A short discussion 
was held by the family and researcher to amplify these strengths and to find if there was 
or was not a general agreement among the family members to the list. Then the 
researcher asked the family to create a short list of family problems they would like to 
see resolved. This list was then discussed by the family to determine the most from 
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least important of the family problems, and then a discussion was held by the family for 
about 10 minutes about the most important problem, with the researcher's presence in 
the room but non-participation in the discussion. 
After the discussion the researcher continued with the rest of the modified 
version of the McSIFF interview. The researcher frequently summarized what he heard 
to ensure that the researcher's view of the family matches the family' s view. The 
purpose was to understand the family functioning and not to participate or appear to 
take sides in the family crucible. When the McSIFF was completed the researcher 
debriefed the family with a final summary of what the family has described and then 
informed the family that in 2 weeks time they would return for a second interview to 
discuss setting goals. 
After the first meeting the researcher rated the modified version of the McSIFF 
interview using the McMaster Clinical Rating Scale (MCRS) and then scored the family 
assessments that were returned at the first interview. This information was then 
constructed to form personalized feedback for the family. The report feedback was 
always descriptive in language and presentation. The F AM III and McSIFF were 
compared for construct overlap and differences allowing the researcher depth in family 
functioning and task understanding. The common areas of understanding between the 
F AM Ill and McSIFF were included in the written report giving strengths and areas of 
improvement in family functioning and task performance. The researcher also provided 
written feedback in the areas of symptoms, but each adult only saw their own symptom 
scores. Included in the written report was a personalized list of reading materials, web 
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sites, and referrals for treatment if indicated. These options included resources for such 
areas as parenting skills, communication skills, etc. 
The second interview 2 weeks later consisted of feedback discussion of results 
, ' 
family strengths, what was good and working, areas of interest or improvement, and 
Solution talk. Agenda for this meeting consisted of family members' reactions to the 
first meeting, reviewing the researcher's written feedback, and solution building using a 
Solution Focused Family Therapy approach. During the second interview family 
members were asked to give their opinion to the researcher's written feedback, to 
discuss its accuracy or inaccuracy, and to give their reactions to the information. This 
allowed each person to detme their own role more clearly and opened the door to 
communication and family problem-solving efforts. Following this discussion the 
Solution talk was directed toward what had worked in the past for the family and about 
how those behaviors may work now, even modified for age and other appropriateness. 
The researcher did not impose or suggest goals for the family, but assisted by asking for 
exceptions to problem areas, asking miracle questions, and using scaling questions for 
the family' s willingness to try-on these solutions. Family and individual goals were 
formed from this interview that included using resources provided in the written report, 
such as bibliographies, web sites, and workshops. Families were encouraged to discuss 
the scaling questions as goals, each member's willingness to be held accountable by 
other family members, and a time line for the family to come back together and assess 
how " they" were doing. At the end of the second meeting the researcher reminded the 
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family members that 30 days later the same written assessments would be completed 
again by the family to complete the data gathering information. 
At the end of 30 days the Marital Satisfaction Inventory-Revised (MSI-R), the 
Family Assessment Measure (F AM III), and the Depression Anxiety Stress Scale 
(DASS) were sent again to the adult members of the family for completion. A 
telephone call was made to the family prior to mailing reminding them to complete 
these forms, as they had prior, to the first meeting. The family was provided with a 
self-addressed, stamped envelope to return these assessments to the researcher. In the 
several events the family requested for convenience for the family that the researcher 
would pick up the forms at an arranged location. 
Instrumentation 
Marital Satisfaction Inventory - Revised 
The Marital Satisfaction Inventory - Revised (MSI-R) is a self-report measure 
that identifies separately relational distress across key dimensions of a dyadic 
relationship. It consists of 150 "True" or "False" items. These items are written at a 61h 
grade reading level. Administration takes about 25 minutes. In this study the hand 
scored method will be used. Its purpose is to identify the nature and extend of relational 
distress and strengths across 13 scales that include 2 validity scales (inconsistency and 
conventionalization). There is one global affective scale and 1 0 scales that measure 
specific relationship dimensions; affective communication, problem-solving 
communication, aggression, time together, disagreement about finances, sexual 
dissatisfaction, role orientation, family history of distress, dissatisfaction with children, 
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and conflict over child rearing. Reliability of the MSI-R confirm both internal 
consistency and stability across time of the individual scales as well as the overall scale 
scores. Cronbach's alpha ranges from .70 to .93 on the individual scales with a mean 
coefficient of .82 on all scales based on 2,040 individuals from the general population 
and I 00 individuals in marital therapy. Test-retest reliability scores were derived from 
210 individuals (105 couples) from the general population over a 6-week interval. Test-
retest coefficients range from .74 to .88 with a mean coefficient of .79 overall for the 
MSI-R (Snyder, 1997). 
Validity of the MSI-R was compared to the original version ofMSI with inter-
correlations ranging from .94 to .98 with the original scale (Snyder, 1997). Validity of 
the MSI-R for use with nontraditional couples (gay and lesbian) was assessed by 
correlating each scale with homosexual and heterosexual results, and the findings 
support the validity of the MSI-R for use with nontraditional couples (Means-
Christensen, Snyder, & Negy, 2003). Construct and convergent validity was measured 
satisfactorily by Snyder & Aikman (1999). 
Family Assessment Measure III 
The Family Assessment Measure (FAM III) is built upon the Process Model of 
Family Functioning which is a means of organizing and integrating various concepts 
into a framework of functions. These functions of the family include communication, 
affective expression, role performance, task accomplishment, involvement, control, and 
values and nonns. This Process Model of Family Functioning was derived, as was the 
McMaster Model of Family Functioning from a common source, the Family Categories 
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Schema (Skinner, Steinhauer, and Sitarenios, 2000). The general scale is a 50 item scale 
with nine subscales using a Likert type 4 response format, ranging from (I) "Strongly 
Agree" to (4) "Strongly Disagree". It focuses on the family from a Systems perspective 
and provides an overall rating as well as specific domain ratings. The validity of the 
scale was constructed according to a construct validation paradigm which involved the 
interplay between a theoretical model of family functioning and construction of an 
instrument to measure the concepts of the model. The F AM III then is designed to 
provide an operational definition of constructs in the Process Model of Family 
Functioning. The distinction of the FAM III compared to other well-known measures, 
such as the McMaster Model, is the affects of each domain upon the other and the 
integration of three levels of the total family system, including the intra-psychic, 
interpersonal, and family system. Also the Process Model of Family Functioning 
emphasizes the larger social system and family history which are not stressed in other 
models (Skinner, Steinhauer, & Sitarenios, 2000). Normative data for the FAM is 
based on 247 adults and 65 adolescents. Reliability shows coefficient alpha's ranging 
from .95 to .83 on the larger 50 item version. Test-retest reliability based on an average 
12 day period between measures was .57 for mothers, .56 for fathers, and .66 for 
children. This was based on a 5 item subscale and the results are considered good in 
that regard. The F AM has consistently shown high discriminant validity between 
healthy and dysfunctional families, high construct validity in a number of studies, high 
concurrent validity, and high predictive validity (Skinner, Steinhauer, & Sitarenios, 
2000). 
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·~ Depression Anxiety Stress Scales 
The Depression Anxiety Stress Scale (DASS) is a public domain, 42 item 
questionnaire with Likert type scoring, ranging from "0", "Did not apply to me at all" to 
"4", "Applied to me very much, or most of the time". The reliabilities of the DASS 
anxiety, depression, stress and total score were estimated using Cronbach's alpha. The 
alpha for anxiety was .897, for depression it was .947, for stress it was .933, and for the 
total scale it was .966. To achieve convergent and discriminate validity the DASS was 
compared to the Hospital Anxiety and Depression scale, the Personal Disturbance 
Scale, and the Positive and Negative Affect Schedule with a large (n=1,771) non-
clinical population in the United Kingdom, with positive findings for both convergent 
and discriminate validity (Crawford & Henry, 2003). 
McMaster Structured Interview for Family Functioning 
The McMaster Structured Interview for Family Functioning (McSIFF) is an 
instrument in which questions are asked that address each domain of the McMaster 
Model of Family Functioning (Ryan, et. al., 2005). These domains are Problem 
Solving, Communication, Roles, Affective Responsiveness, Affective Involvement, and 
Behavior Control. Through the interview information is gathered to determine whether 
or not a particular aspect of a dimension is problematic. The McSIFF is designed for 
the untrained clinician or recently trained clinician and provides step by step methods 
for attaining the information in a positive and open atmosphere (Ryan, et. al., 2005). 
The format includes major heading of each dimension and what the researcher should 
focus on, instruction for the researcher, statements to be made by the researcher to the 
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family, questions that the researcher should ask to gather information for each domain, 
rating boxes and coding matrices. Scores are determined on the McMaster Clinical 
Rating Scale (MCRS). These scores total the McMaster six domains and an overall 
rating score. 
The purpose of using the McSIFF is the construction of this interview is based in 
the same Process Model ofFamily Functioning as the FAM III, however, the 
dimensions are not as interrelated as they are in the F AM III, allowing the researcher to 
code responses more specific to each domain for further correlational analysis. The 
McSIFF is designed for traditional nuclear families, cohabitation dyads, gay-lesbian 
couples, and single-parent families. The McSIFF is based on a well-defined theoretical 
model, the McMaster Model of Family Functioning, and supports the overall domains 
of the F AM ill adding reliabibty and cross checking ofF AM III responses to the 
structured interview information. 
~Z' Broderick Commitment Scale 
The Broderick Commitment Scale has been modified from the original version 
found in Beach, Sandeen, & O'Leary (1990) to the present form provided. The word 
commitment is defmed as the degree to which a person is willing to "stand by another 
even though that may mean putting aside one 's own needs and desires for the sake of 
the other;" (p. 101). The scale is designed on one sheet of paper with an upward scale 
of "0" "Not at all committed" to "1 00" "Extremely committed", with "Slightly (25), 
Moderately (50) and Very (75) indicated on the scale in the least amount to the most 
amount of commitment indicated in an upward fashion. A blank line is provided for the 
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participant to write a number from the scale that indicates correspondence of their 
commitment level to the llllion. This scale was done individually, by each adult 
participant, during the first interview and was used by the researcher to determine if 
seeking hidden agenda by any adult member was potentially needed. 
Treatment ofData 
Data analysis took several forms. First, descriptive statistics were used to 
characterize the sample. Exploratory data analysis was used to gain an understanding of 
the items and subscale distributions. Further analysis included the search for 
moderator' s and their effect upon dyadic relationships in their role in family 
functioning. Comparative statistics were employed to measure differences in time 1 
and time 2 scores on two assessments. Means comparison statistics was employed to 
suggest predictive results between dyadic functioning and family functioning scores on 
the FAMIIJ. 
Summary 
This chapter outlined the design and methodology for this research study 
examining the usefulness of short time-limited Solution Focused interventions in family 
functioning as task accomplishment: Data was collected and analyzed from the various 
assessments by themselves and at time 1 and time 2 intervals, the results in detail are 
found in Chapter Four. Statistical results were used to determine if support for the four 
null hypotheses were rejected or accepted 
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CHAPTER IV 
RESULTS 
This chapter will report on the descriptive and discriminate analysis used in the 
data analysis. The descriptive analysis will report on sample involved in the study as 
well as the description of variable used. This chapter will also detail the results of the 
methods used to test the four null hypothesis and the correlations suggested. 
Descriptive Characteristics of the Sample 
The study sample (n=20) consisted of married families, who were acquaintances 
of the researcher, that are between the ages of27 to 60 and members of a medium sized 
United Methodist church located in a metropolitan suburb in North Texas. The average 
age of the sample was 42 (see Table 1). The sample consisted of 10 men and 10 
women. The study sample was almost entirely Caucasian participants (95.0%) although 
one African American family participated in the sample (Table 2) 
47 
Table 1 
Number and Age Groups ofParticipants by Percentage 
hage 
Freauency Percent Valid Percent 
Valid 20 to 29 2 10.0 10.0 
30 to 39 7 35.0 35.0 
40 to 49 6 30.0 30.0 
50 to 59 4 20.0 20.0 
60 to 69 1 5.0 5.0 
Total 20 100.0 100.0 
Table 2 
Number and Percentage of Subjects by Ethnicity/Race 
hethnic 
Cumulat ive 
Percent 
10.0 
45.0 
75.0 
95.0 
100.0 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid white 19 95.0 95.0 95.0 
african american 1 5.0 5.0 100.0 
Total 20 100 .0 100.0 
All members ofthe sample were currently married with 85% of the sample 
being in their first marriage, 10% were divorced and remarried, and 5% was widowed 
and remarried (Table 3). The average length of marriage was 14 years (Table 4). The 
average number of children per family in the sample was 1.4 (Table 5). 
48 
Table 3 
Status ofMarital History of Participants in the Sample 
hmrstatus 
Cumulative 
Fr~uency Percent Valid Percent Percent 
Valid married 17 85.0 85.0 85.0 
divorced and remarried 2 10.0 10.0 95.0 
widowed and remarried 1 5.0 5.0 100.0 
Total 20 100.0 100.0 
Table 4 
Length of Marriage ofParticipants in the Sample 
hlmarrled 
Cumulative 
Fr~uency_ Percent Valid Percent Percent 
Valid 1 t.o 9 6 30.0 30.0 30.0 
10 t.o 19 9 45.0 45.0 75.0 
20to 29 5 25.0 25.0 100.0 
Total 20 100.0 100.0 
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Table 5 
Number of Children based on Gender in the Sample 
hsons 
Cumulative 
Freauency Percent Valid Percent Percent 
Valid 1 12 60.0 80.0 80.0 
2 3 15.0 20.0 100.0 
Total 15 75.0 100.0 
Missing none 5 25.0 
Total 20 100.0 
hdaughs 
Cumulative 
Freouencv Percent Valid Percent Percent 
Valid 1 9 45.0 69.2 69.2 
2 4 20.0 30.8 100.0 
Total 13 65.0 100.0 
Missing none 7 35.0 
Total 20 100.0 
The majority (65%) of the sample had attained a bachelor' s degree or higher 
(Table 6). And the majority of the sample (85%) worked full time (Table 7) and 100% 
of the sample worked out of the home at least 8 to 12 hours per day with 85% doing so 
at least 5 days per week. (Table 8). 
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Table 6 
Education Level of the Sample 
heduca 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid high school - GED 5 25.0 25.0 25.0 
college 2 10.0 10.0 35.0 
bachelor degree 8 40.0 40.0 75.0 
masters degree 4 20.0 20.0 95.0 
doctorate or professional 1 5.0 5.0 100.0 
Total 20 100.0 100.0 
The five persons with High School degrees were all trained trades persons in 
various fields. The remaining persons had white collar or professional positions. 
Table 7 
Number of Participants Working Full Time with Compensation 
hhpaid 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid 1 to 20 1 5.0 5.0 5.0 
21 to 40 16 80.0 80.0 85.0 
41 to 50 3 15.0 15.0 100.0 
Total 20 100.0 100.0 
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Table 8 
Daily Number of Hours Worked Out of the Home in the Sample 
hwrkouhm 
Cumulative 
Frequen9"_ Percent Valid Percent Percent 
Valid 1 - 12 2 0 100.0 100.0 100.0 
The earned income level of the study sample was comparatively high with the 
largest sample earning over $100,000 per annum. The spread between the income 
levels however did reflect an averaging of income across the sample (Table 9). 
Table 9 
Earned Income Level of Participants in the Sample 
hpretxlnc 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid 25001 to 40000 1 5.0 5.0 5.0 
55001 to 70000 4 20.0 20.0 25.0 
70001 to 85000 4 20.0 20.0 45.0 
85001 to 100,000 5 25.0 25.0 70.0 
over 100,000 6 30.0 30.0 100.0 
Total 20 100.0 100.0 
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The sample lives in a suburb to a large Metropolitan area in North Texas and 
most of the sample commutes to one of two large North Texas cities to work which 
creates drive time as well as occupational time. This study is about families interactions 
in marital relations and family task and function accomplishment. Contact between 
family members is therefore an important aspect of the study. Adults calling their 
spouses during the day accounts for contact during the work day and 70% (Table 1 0) 
called 1 to 2 times per day. Meals eaten together as a family also helps account for total 
fam ily time spent together weekly among other family tasks. There was a great diversity 
of the number of days a family would sit at the table to eat a meal together, ranging 
from one to seven days a week (Table 11). 
Table 10 
Number of CaJis Per Day between Marital Partners 
hcallshm 
Cumulative 
Fr~uency Percent Valid Percent Percent 
Valid none 1 5.0 5.0 5.0 
1 6 30.0 30.0 35.0 
2 8 40.0 40.0 75.0 
3 4 20.0 20.0 95.0 
4 1 5.0 5.0 100.0 
Total 20 100.0 100.0 
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Table 11 
Number of Meals Eaten Together Weekly as a Family 
hdayseat 
Cumulative 
FreQuency Percent Valid Percent Percent 
Valid 1 1 5.0 5.0 5.0 
2 4 20.0 20.0 25.0 
3 5 25.0 25.0 50.0 
4 6 30.0 30.0 80.0 
5 1 5.0 5.0 85.0 
6 1 5.0 5.0 90.0 
7 2 10.0 10.0 100.0 
Total 20 100.0 100.0 
To prevent bias in family and marital functioning assessment a rule-out was 
created to participation based upon the following diagnostic labels in the Diagnostic and 
Statistical Manual - IV - TR for the following disorders: 'Schizophrenia, Bi-Polar I, 
Attention Deficit Hyperactivity Disorder, Obsessive-Compulsive Disorder, Anorexia or 
Bulimia, Autism, Asperger's Disorder, and Alcohol I Substance Abuse. This rule-out 
applied to adults and children and required a formal diagnosis to meet the rule-out 
standard. In the sample one family had one five-year old male child who was placed on 
medication the previous week by a Physician's Assistant without the physician seeing 
the child. The record was not sufficient enough to consider this a formal diagnosis of 
Attention Deficit Hyperactivity Disorder but was recorded as being potential in the 
sample (Table 12). 
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Table 12 
Family Diagnosis for Mental I Emotional Disorders 
hdiagnos 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid no 19 95.0 95.0 95.0 
yes 1 5.0 5.0 100.0 
Total 20 100.0 100.0 
Findings 
To investigate the effect a Solution Focused Family Check-up would have upon 
marital and family functioning a set of assessments were administered prior to the first 
structured interview with the family, followed with a second meeting one week later in 
which the results of the assessments and first interview were provided in a written two-
page report. Goals were set and accountability established by the participants for their 
family or marital relationships. Thirty days later a second set of the same assessments 
were given to the family and upon return to the researcher the differences were 
recorded. These assessments were the Marital Satisfaction Inventory -Revised (MSI-
R), the Family Assessment Measure III (F AM III) including the Family Assessment 
Scale, the Self-Rating Scale and the Dyadic Relationship Scale. The adults completed 
the MSI-R and F AM Ill Family Assessment Scales and Self-Rating Scale at time 1 and 
time 2. Children in the families completed the Dyadic Relationship Scale reflecting the 
relationship between each child and each parent both at time I and time 2. 
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The study had four hypothesis and each one will be discussed separately. The 
first hypothesis was (1) there will be no statistically significant difference in reasons for 
families seeking family therapy between families with success or failure at tasks and 
functions, and families that experience clinical symptoms within individuals such as 
depressive behavior, anxiety, stress or other symptomatic behavior. The reasons for 
seeking family therapy included (1) family members are not accomplishing tasks 
appropriate for their current stage of development and maturation; (2) you and I or your 
partner are experiencing emotional and personal problems that are affecting family life; 
(3) one of the children is in serious trouble at school or having unmanageable issues; (4) 
going for professional assistance is pretty much a last resort regardless of problem; and 
(5) my relationship to my partner is in serious jeopardy. 
Of the participants one family did not answer the question and 19 families did 
answer. Of those who answered 45% (Table 13) choose option 3 suggesting family 
therapy would be sought for issues related to children, and 30% choose option 4 
indicating no family treatment would be chosen. There was no choice for option 5. 
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Table 13 
Participant' s Choice in Reasons to Seek Family Therapy 
hoption 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid 1 2 10.0 10.0 10.0 
2 2 10.0 10.0 20 .0 
3 9 45.0 45 .0 65.0 
4 6 30.0 30.0 95.0 
9.00 1 5.0 5 .0 100.0 
Total 2 0 100.0 100.0 
The Depression, Anxiety and Stress Scale was administered to both adult 
members of each fami ly . A moderate to severe score in any index that included the 
subcategories of depression, anxiety and stress were recorded as a positive indicator in 
the overall ranking. Of the 20 families participating 55% of the males recorded no 
moderate to severe scores and 45% did record moderate to severe scores (Table 14) on 
the Depression, Anxiety and Stress Scale. 
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Table 14 
Depression, Anxiety and Stress Scale Positive and Negative Response for Males 
hdasst 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid no diagnosis 11 55.0 55.0 55.0 
diagnostic 9 45.0 45.0 100.0 
Total 20 100.0 100.0 
Further, these numbers were exactly reversed in the 20 families with females, 
that is 55% recorded moderate to severe scores and 45% recorded no moderate to severe 
scores (Table 15) on the Depression, Anxiety and Stress Scales. 
Table 15 
Depression, Anxiety and Stress Scale Positive and Negative Responses for Females 
wdasst 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid no diagnosis 9 45.0 45.0 45.0 
diagnostic 11 55.0 55.0 100.0 
Total 20 100.0 100.0 
To determine the difference in option choices made between those reporting 
symptom effects and those not reporting symptom effects a report by case analysis was 
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performed to adjust for the difference in options chosen by each group based on no 
diagnosis and gender, and diagnosis and gender (Table 15 & 16). 
Table 15 
Options Chosen by Males that reported Diagnostic and Non-diagnostic DASS. 
Case Summarie~ 
HOPTION 
HDASST no diagnosis 1 1 
2 2 
3 3 
4 3 
5 3 
6 3 
7 3 
8 3 
9 3 
10 4 
11 4 
Total Variance .691 
diagnostic 1 1 
2 2 
3 3 
4 3 
5 4 
6 4 
7 4 
8 4 
9 9.00 
Total Variance 4.944 
Total Variance 2.642 
a. Limited to first 100 cases. 
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Table 16 
Options Chosen by Females that reported Diagnostic and Non-diagnostic DASS. 
Case Summaries-a 
WOPTION 
WDASST no diagnosis 1 2 
2 2 
3 3 
4 3 
5 3 
6 3 
7 4 
8 4 
9 9.00 
Total Variance 4.500 
diagnostic 1 3 
2 1 
3 3 
4 3 
5 3 
6 3 
7 3 
8 4 
9 4 
10 4 
11 4 
Total Variance .764 
Total Variance 2.358 
a. Limited to first 100 cases. 
The case summaries suggested there was a difference in option choices between 
diagnostic families and non-diagnostic families choices in whether or not to participate 
in family therapy and their reasons. To test for significance non-parametric chi-square 
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tests for K samples were performed using Friedman and Kendall's W tests. Separate 
tests were performed for males and females due to differences in diagnostic 
categorization (Table 17 & Table 18). 
Table 17 
Chi-Square for Female Symptom Index and Therapy Reason Options 
Descriptive Statistics 
N Mean Std. Deviation Minimum Maximum 
WDASST 20 1.5500 .5104 1.00 2 .00 
WOPTION 20 3.4000 1.5355 1.00 9.00 
Test Statistics" 
N 20 
Chi-Square 16.200 
df 1 
Asymp. Sig. .000 
a . Friedman Test 
Chi-Square (20)=16.200 p.< .001 
Test Statistics 
N 20 
Kendall's wa .810 
Chi-Square 16.200 
df 1 
Asymp. Sig. .000 
a . Kendall's Coefficient of Concordance 
Kendall (20)=8.10 p<.OOI 
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Table 18 
Chi-Square for Male Symptom Index and Therapy Reason Options 
Descriptive Statistics 
N Mean Std. Deviation Minimum Maximum 
HDASST 20 1.4500 .5104 1.00 2.00 
HOPTION 20 3.3000 1.6255 1.00 9.00 
Test Statistics'! 
N 20 
Chi-Square 14.222 
df 1 
Asymp. Sig. .000 
a. Friedman Test 
Chi-square (20)=14.222 p . < .001 
Test Statistics 
N 20 
Kendall's wa .711 
Chi-Square 14.222 
df 1 
Asymp. Sig. .000 
a. Kendall's Coefficient of Concordance 
Kendall's (20)=.711 p.< .001 
The null hypothesis was rejected as there was a relationship between choices 
made in reasons for therapy and the scores on the symptom index for the participants. In 
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both males and females the choice for no therapy or therapy as a last resort was more 
prevalent among the diagnostic groups. 
Although a significance is expressed by the case summaries and chi-square 
testing, the effect of depression, anxiety or stress can also have a moderating effect 
overall in choices and reasons not listed in the option choices provided the participants. 
To test for the moderating effect of depression, anxiety or stress in participant 
experiences a series of moderated muJtiple regressions (MMR) were performed upon 
participants dyadic relationships (Aguinis, H. 2004). These moderator effects might 
help to explain the unspoken meaning or reasons for the significant choice to avoid 
therapy except as a last resort more often for that diagnostic group. 
In looking for specific areas in the marital relationship that would have a 
moderated affect for the participants, a composite score of the couple was created that 
indicated typical or moderate to severe Global Distress Scores in the marital 
relationship based upon the MSI-R. This score is then transformed by being multiplied 
by the factors from the symptom index and then using linear regression analysis tested 
for moderator effects. Positive moderator effects were found for women in their scores 
for Affective Communication (Table 19), Problem Solving (Table 20), Time Together 
(Table 21), and Conflict in Child Rearing (Table 22). Each table consists of two 
analysis, a Model Summary and an ANOV A. 
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Table 19 
Effects ofDASS upon Affective Communication and its relationship to the Couple 
General Distress Scale scores. 
Model Summar'; 
Chanae Statistics 
Adjusted Std. Error of R Square 
Model R R Sauare R Sauare the Estimate Chanae FChange df1 df2 Sia. F Chanae 
1 .saaa .346 .269 .3508 .346 4.500 2 17 .027 
2 .952b .906 .888 .1371 .560 95.340 1 16 .000 
a. Predictors: (Constant), WAFC, WDASST 
b. Predictors: (Constant), WAFC, WDASST, GDSWDASS 
c. Dependent Variable: COUPGOS 
Sum of 
Model Squares df Mean Sauare F Sig. 
1 Regression 1.108 2 .554 4 .500 .0278 
Residual 2.092 17 .123 
Total 3.200 19 
2 Regression 2.899 3 .966 51 .428 .ooob 
Residual .301 16 1.879E-02 
Total 3.200 19 
a . Predictors: (Constant), WAFC, WDASST 
b. Predictors: (Constant), WAFC, WDASST, GDSWDASS 
c. Dependent Variable: COUPGDS 
Model 1 indicates R = .588 and R Square = .346, F (2,17) = 4.50, p < .027. This 
suggests that of the variance in Couple General Distress Scores 4.5% is affected by 
female affective communication scores and their symptom index. Model 2 indicates 
R= .952 and R Square= .560, F (3,16) = 51.43, p < .001. This suggests that ofthe 
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Couples General Distress Scores 56%, beyond the effect ofModel I , is moderated by 
the females symptom index. 
Table 20 
Effects ofDASS upon Problem Solving and its relationship to the Couple General 
Distress Scale scores. 
Model Summarf 
ChanQe Statistics 
Adjusted Std. Error of R Square 
Model R R Sauare R Sauare the Estimate Change FChange df1 df2 Sig. F Change 
1 .7633 .582 .532 .2806 .582 11.818 2 17 .001 
2 .960b .921 .906 .1256 .340 68.915 1 16 .000 
a. Predictors: (Constant). WPSC, WDASST 
b. Predictors: (Constant), WPSC, WDASST, GDSWDASS 
c. Dependent Variable: COUPGDS 
Sum of 
Model Squares df Mean Square F Sig. 
1 Regression 1.861 2 .931 11.818 .001 3 
Residual 1.339 17 7.875E-02 
Total 3.200 19 
2 Regression 2.948 3 .983 62.324 .ooob 
Residual .252 16 1.577E-02 
Total 3.200 19 
a . Predictors: (Constant), W PSC, WDASST 
b. Predictors: (Constant), WPSC, WDASST, GDSW DASS 
c. Dependent Variable: COUPGDS 
Modell indicates R = .763 and R Square= .582, F (2,17) = .931 , p < .001. This 
suggests that the variance in the Couples General Distress Scale scores 58% is affected 
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by female problem solving scores and their scores on the symptom index. Model 2 
indicates that R = .960 and R Squared= .340, F (3,16) = 62.324, p < .001. This 
suggests that of the Couples General Distress Scale scores, 34%, beyond the affect of 
Model l is moderated by the female symptom index. 
Table 21 
Effects ofDASS upon the Time Together Scale and its relationship to the Couple 
General Distress Scale scores 
Model Summarf 
Chal}g_e Statistics 
Adjusted Std. Error of R Square 
Model R R Square R S_g_uare the Estimate Chanf!e F Char}g_e df1 df2 Sig. F Char19_e 
1 .5349 .285 .201 .3669 .285 3.385 2 17 .058 
2 .952b .906 .889 .1368 .622 106.361 1 16 .000 
a . Predictors: (Constant). WTTO, WDASST 
b . Predictors: (Constant), WTTO, WDASST. GDSWDASS 
c. Dependent Variable: COUPGOS 
Sum of 
Model SQuares df Mean Square F Sig. 
1 Regression .911 2 .456 3.385 .ossa 
Residual 2.289 17 .135 
Total 3.200 19 
2 Regression 2.901 3 .967 51.695 .ooob 
Residual .299 16 1.870E-02 
Total 3.200 19 
a. Predictors: (Constant), WTTO, WDASST 
b. Predictors: (Constant), WTTO, WDASST, GDSW DASS 
c. Dependent Variable: COUPGDS 
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Model 1 indicates R = .534 and R Square = .285, F (2, 17) = .456, p < .058. This 
suggests that the variance in the Couples General Distress Scale scores 28.5% is 
affected by female Time Together scores and their scores on the symptom index. 
Model2 indicates that R = .952 and R Squared = .622, F (3,16) = 51.695, p < .001. 
This suggests that of the Couples General Distress Scale scores 62%, beyond the affect 
of Model 1, is moderated by the female symptom index. 
Table 22 
Effects of DASS upon Conflict in Child Rearing and its relationship to the Couple 
General Distress Scale scores. 
Model Summary" 
ChanQe Statistics 
Adjusted Std. Error or R Square 
Model R R SQuare R Square the Estimate Change F Chai1Qe df1 cff2 Sig. F Change 
1 .5848 .341 .264 .3521 .341 4.406 2 17 .029 
2 .949b .900 .882 .1412 .559 89.734 1 16 .000 
a. Predictors: (Constant), WCCR, WDASST 
b. Predictors: (Constant), WCCR. WDASST, GDSWDASS 
c. Dependent Variable: COUPGDS 
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Sum of 
Model SQuares df Mean Square F Sio. 
1 Regression 1.092 2 .546 4 .406 .0298 
Residual 2.108 17 .124 
Total 3.200 19 
2 Regression 2.881 3 .960 48.180 .ooob 
Residual .319 16 1.993E-02 
Total 3.200 19 
a. Predictors: (Constant), WCCR, WDASST 
b. Predictors: (Constant), WCCR, WDASST, GDSWDASS 
c . Dependent Variable: COUPGDS 
Modell indicates R = .584 and R Square = .341, F (2,17) = 4.406, p < .029. 
This suggests that the variance in the Couples General Distress Scale scores 34% is 
affected by female Conflict in Child Rearing scores and their scores on the symptom 
index. Model2 indicates that R = .949 and R Squared = .559, F (3,16) = 48.180, p < 
.001. This suggests that ofthe Couples General Distress Scale scores 55%, beyond the 
affect of Model 1 is moderated by the female symptom index. 
Positive moderator effects were found for men in their scores for Affective 
Communication (Table 23), Problem Solving (Table 24), Dissatisfaction with Sex 
(Table 25), and Family of Origin Issues (Table 26). Two items were the same as the 
female moderator scores and two were specific to the male scores. Each table consists 
of two analysis, a Model Summary and an ANOV A. 
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Table 23 
Effects ofDASS upon Affective Communication and its relationship to the Couple 
General Distress Scale scores 
Model Summar)" 
Chance Statistics 
Adjusted Std. Error of R Square 
Model R R Square R Sauare lhe Estimate Change F Chanoe df1 df2 Sig. F Change 
1 .6491 .422 .354 .3299 .422 6.199 2 17 .010 
2 .949b .901 .883 .1404 .480 77.843 1 16 .000 
a. Pred1ctors: (Constant). HAFC, HDASST 
b. Predictors: (Constant), HAFC, HDASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
Sum of 
Model Squares df Mean Square F Sig. 
1 Regression 1.350 2 .675 6 .199 .010a 
Residual 1.850 17 .109 
Total 3.200 19 
2 Regression 2 .885 3 .962 48.762 .ooob 
Residual .315 16 1.972E-02 
Total 3.200 19 
a. Predictors: (Constant), HAFC, HDASST 
b. Predictors: (Constant), HAFC, HDASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
Modell indicates R = .649 and R Square = .422, F (2, 17) = 6.199, p < .01 0. 
This suggests that the variance in the Couple Global Distress Scale scores, 42% is 
affected by male Affective Communication Scale scores and their scores on the 
symptom index. Model 2 indicates that R = .949 and R Squared = .480, F (3,16) = 
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48.762, p < .001. This suggests that ofthe Couple Global Distress Scale scores 48%, 
beyond the affect of Model 1, is moderated by the male symptom index. 
Table 24 
Effects of DASS upon Problem Solving and its relationship to the Couple General 
Distress Scale Scores 
Model Summary" 
Change Statistics 
Adjusted Std. Error of R Square 
Model R R §g_uare R~uare the Estimate Change F Change df1 df2 Sig. F Cha~e 
1 
2 
.806° .650 .609 .2566 
.952b .906 .888 .1372 
a. Predictors: (Constant), HPSC, HDASST 
b. Predictors: (Constant), HPSC, HDASST, GDSXDSST 
C. Dependent Variable: COUPGDS 
Sum of 
Model Squares df 
1 Regression 2.081 2 
Residual 1.119 17 
Total 3.200 19 
2 Regression 2 .899 3 
Residual .301 16 
Total 3.200 19 
a. Predictors: (Constant), HPSC, HDASST 
.650 15.799 
.256 43.500 
Mean Square 
1.040 
6.585E-02 
.966 
1.881E-02 
b. Predictors: (Constant), HPSC, HDASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
2 17 
1 16 
F S_!g, 
15.799 .oooa 
51 .365 .ooob 
Modell indicates R = .806 and R Square = .650, F (2,17) = 15.799, p < .001 . 
This suggests that the variance in the Couple Global Distress Scale scores, 65% is 
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affected by male Affective Communication Scale scores and their scores on the 
symptom index. Model2 indicates that R = .952 and R Squared= .256, F (3,16) = 
51.365, p < 001. This suggests that of the Couple Global Distress Scale scores 25.6%, 
beyond the affect ofModel1, is moderated by the male symptom index. 
Table 25 
Effects ofDASS upon Sexual Dissatisfaction and its relationship to the Couple General 
Distress Scale Scores 
Model Summary" 
Chan_ge Statistics 
Adjusted Std. Error of R Square 
Model R R Sauare R Square the Estimate Chanqe F Change df1 df2 Sig. F Change 
1 .5393 .290 .207 .3656 .290 3.472 2 17 .054 
2 .951b .905 .888 .1376 .615 104.005 1 16 .000 
a. Predictors: (Constant), HSEX, HDASST 
b. Predictors: (Constant), HSEX. HOASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
Sum of 
Model Squares df Mean Square F Sig. 
1 Regression .928 2 .464 3.472 .054a 
Residual 2.272 17 .134 
. 
Total 3.200 19 
2 Regression 2.897 3 .966 51.009 .ooob 
Residual .303 16 1.893E-02 
Total 3.200 19 
a . Predictors: (Constant) , HSEX, HDASST 
b. Predictors: (Constant), HSEX, HDASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
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Model 1 indicates R = .539 and R Square= .290, F (2,17) = 3.472, p < .054. 
Thls suggests that the variance in the Couple Global Distress Scale scores, 29% is 
affected by male Dissatisfaction with Sex scores and their scores on the symptom index. 
Model2 indicates that R = .95 1 and R Squared= .615, F (3,16) = 51.009, p < 001. This 
suggests that of the Couple Global Distress Scale scores 51%, beyond the affect of 
Model 1, is moderated by the male symptom index. 
Table 26 
Effects ofDASS upon Family of Origin Scale and its relationship to the Couple General 
Distress Scale Scores 
Model Summary" 
Chance Statistics 
Adjusted Std. Error or R Square 
Model R R Square R_§g_uare the Estimate Change F Chanae df1 df2 Sic. F Change 
1 .no• .518 .461 .3013 .518 9.129 2 17 .002 
2 .948b .899 .880 .1423 .381 60.224 1 16 .000 
a . Predictors: (Constant). HFAM, HDASST 
b . Predictors: (Constant), HFAM, HDASST, GDSXDSST 
c. Dependent Variable: COUPGDS 
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Sum of 
Model Squares df Mean Square F SiQ. 
1 Regression 1.657 2 .829 9.129 .002a 
Residual 1.543 17 9.076E-02 
Total 3.200 19 
2 Regression 2.876 3 .959 47.361 .ooob 
Residual .324 16 2.024E-02 
Total 3.200 19 
a. Predictors: (Constant), HFAM, HDASST 
b. Predictors: (Constant), HFAM, HDASST, GDSXDSST 
c . Dependent Variable: COUPGDS 
Model 1 indicates R = .720 and R Square = .518, F (2,17) = 9.129, p < .002. 
This suggests that the variance in the Couple Global Distress Scale scores, 52% is 
affected by male Family of Origin Distress scores and their scores on the symptom 
index. Model2 indicates that R = .948 and R Squared = .381 , F (3,16) = 47.361 , p < 
001. This suggests that ofthe Couple Global Distress Scale scores 38%, beyond the 
affect of Model 1, is moderated by the male symptom index. 
Hypothesis 1 questioned whether there would be a statistically significant 
difference between families seeking family therapy based upon the success or failure at 
tasks and functions only, and those families that also had symptoms of depression, 
anxiety, stress and potentially other emotional moderators. As stated in Chapter 2, 
"Although depression may serve as a mediator toward family dysfunction as well as 
marital dysfunction, is depression in one member of the family the moderator, or are the 
resultant outcomes from depression that effect function and goals the moderator, that 
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challenges families to seek help?" Depression, anxiety and stress were checked for 
their moderating affect upon willingness to seek family therapy and their relationship 
upon dyadic systems. Those who scored positive on the symptom index showed more 
unwillingness to seek therapy and when they were open it was dominantly about a child 
needing help and not the marital relationship or overall family dysfunction in tasks and 
accomplishments. Thus the null hypothesis in hypothesis 1 is also rejected based upon 
the moderating influence of symptoms in marital relationships and the reasons chosen to 
seek therapy by the participants. 
Hypothesis 2 stated, ''there will be no statistically significant difference in 
family decisions to engage in family therapy based on a predetermined brief 
interventional process lasting 2 sessions, and family decisions to engage in family 
therapy based on a predetermined interventional process lasting up to 12 sessions or 
more with a weekly commitment." All the participants except one in the study 
answered these options with the same answer, and one family did not answer the 
question (Table 27). 
74 
Table 27 
Family willingness to Seek Therapy Based on Time Commitment 
wseekass 
Cumulative 
Frequency Percent Valid Percent Percent 
Valid 2 to 6 18 90.0 90.0 90.0 
unlimited 1 5.0 5.0 95.0 
9.00 1 5.0 5.0 100.0 
Total 20 100.0 100.0 
The null hypothesis was accepted, there is no statistical difference in the way 
respondents answered the question. The choice for the briefest therapy possible was 
noted by handwriting on several documents. 
Hypothesis 3 stated "there will be no statistically significant difference in 
families overall functioning and task scores on the Family Assessment Measure (F AM 
III) that also scores in the statistically normative range on the Marital Satisfaction 
Inventory - Revised (MSI-R) and the families overall functioning and task scores on the 
F AM III that also score outside the statistically nonnative range on the MSI -R." 
Using the Couple General Distress Scale score generated from the MSI-R and 
computing those scores to the tasks and functions of the FAM III, by dividing the scores 
based on gender and using independent sample T -tests, statistical significance was 
found between those who scored "normal" and "high" on the Couple General Distress 
Scale score and their F AM ill scores in specific arena's of family functioning and task 
accomplishment. Table 28 will show the female comparison with the legends following 
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the tables. 
Table 28 
Female FAM IIl Function T-Tests for Significance using MSI-R normal and high 
scores. 
Group Statistics 
Std. Etror 
COUPGDS N Mean Std. Deviation Mean 
WTASK nonnal 4 53.5000 6.6081 3.3040 
high 16 48.1250 4.7592 1.1898 
WROLE nonnal 4 47.0000 8.4063 4 .2032 
high 16 49.6250 5 .3276 1.3319 
WCOMM nonnal 4 44.0000 4.8990 2.4495 
high 16 48.0000 6.6933 1.6733 
WAFFECTC nonnal 4 41 .0000 9.8658 4 .9329 
high 16 49.3750 9.7903 2.4476 
WINVOLV nonnal 4 36.0000 2.3094 1.1547 
high 16 49.7500 9.2916 2.3229 
WCONTROL nonnal 4 44.5000 9.5743 4 .7871 
high 16 49.3750 7.0699 1.7675 
WVALUES nonnal 4 38.0000 4 .6188 2.3094 
high 16 44.5000 5.7271 1.4 318 
WOARATE nonnal 4 43.5000 5.0000 2.5000 
high 16 48.1250 5.6318 1.4079 
WSOCDESI nonnal 4 57.5000 8.2260 4.1130 
high 16 51 .2500 7 .6551 1.9138 
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Independent Samples Test 
Levene's Test for 
Jaualitv of Variance t-test for Eaualitv of Means 
95% Confidence 
Interval of the 
1 -tailed Mean Std. Error Difference 
F Sio. t df p - value bifference bifferenCE Lower Upper 
WTASK Equal varian< 
assumed .645 .432 1.880 18 .038 5.3750 2.8588 -.6311 11.3811 
WROLE Equal varian 
assumed 2.895 .106 -.789 18 .220 -2.6250 3.3275 -9.6158 4.3658 
WCOMM Equal varian< 
assumed .377 .547 -1 .113 18 .140 -4.0000 3.5940 11.5507 3.5507 
WAFFECT Equal varian< 
.097 .759 -1.528 18 .072 -8.3750 assumed 5.4800 19.8880 3.1380 
WINVOLV Equal varianc 6.111 .024 -2.882 18 .005 ~3.7731 assumed -13.7500 4.7708 -3.7269 
WCONTRc Equal varian 
.666 .425 -1.156 18 .136 -4.8750 assumed 4.2179 13.7365 3.9865 
WVALUE~ Equal varianc 
.044 .837 -2.092 18 .025 -6.5000 3.1069 13.0273 1734E-02 assumed 
WOARA TE Equal varianc 
.477 .499 -1 .496 18 .076 -4.6250 3.0922 11.1214 1.8714 assumed 
WSOCDE! Equal varianc 
.034 .856 1.442 18 .083 6.2500 4 .3341 -2.8557 15.3557 assumed 
Significance is as follows: 
Task Function = t(18)=1.88, p <.038 one-tailed independent sample 
Involvement Function = t(l8)= -2.88. p<.005 one tailed independent sample 
Values Function = t(l8)= -1.50 p <. 025 one tailed independent sample 
There is a statistically significant difference in three subscales of the F AM III 
considering families scoring in the nonnal or high scores on the MSI-R and based on 
female gender. Based on male gender there are also statistically significant differences 
(Table 29). 
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Table 29 
Male F AM III Function T-Tests for Significance using MSI-R normal and high scores. 
Group Statistics 
Std. Error 
HGDSNORM N Mean Std. Deviation Mean HTASK normal 5 42.8000 7.5631 3.3823 
high 15 49.3333 5.7900 1.4950 
HROLE normal 5 4 8 .8000 10.7331 4.8000 
high 15 52.0000 3.2950 .8508 
HCOMM normal 5 45.2000 7.2938 3.2619 
high 15 51 .4 667 5.4755 1.4138 
HAFFECTC normal 5 48.4000 5.8992 2.6382 
high 15 51.3333 5.4859 1.4165 
HINVOLV normal 5 38.4000 4.5607 2.0396 
high 15 54.4000 7.4143 1.9144 
HCONTROL normal 5 42.0000 14.7648 6.6030 
high 15 48.8000 5.9905 1.5467 
HVALUES normal 5 40.8000 6.8702 3.0725 
high 15 45.3333 4.1173 1.0631 
HOARATE normal 5 44.4000 7.1274 3.1 875 
high 15 49.8000 4.2122 1.0876 
HSOCDESI normal 5 60.0000 13.4907 6.0332 
high 15 50.5333 3.9617 1.0229 
Independent Samples Test 
Levene's Test ror 
EQue!lk of Variances 1-test for EQualil't'QfMeans 
95% Confidence 
Interval of the 
1 • tailed Mean Std. Em>< Dirletence 
F Slg. I df P - value Difference Diffet11nce Lower Upper 
HTASK Equal vananees 
.757 .396 -2032 18 .028 -6.5333 3.2160 -13.2899 .2233 assumed 
HROLE Equal variances 6.498 .020 -1.062 18 .153 -3.2000 3.0131 -9.5302 3.1302 assumed 
HCOMM Equal VlWiances 
.598 .449 -2.047 18 .028 -6.2667 3.0612 -12.6980 .1646 assumed 
HAFFECTC Equal variances 
.111 .743 -1.018 18 .166 -2.9333 2.8817 -6.8876 3.1209 assumed 
HINVOLV Equal variances 2.201 .155 -4.501 18 .000 -16.0000 3.5544 ·23.4676 -6.5324 assumed 
HCONTROL Equal vanancas 2.669 .120 -1.507 18 .079 -6.8000 4.5124 -16.2801 2.6801 assumed 
HVALUES Equalv~ 
1.526 .233 ·1.804 18 .044 -4.5333 2.5126 ·9.8121 .7454 assumed 
HOARATE Equal vanances 1.606 .221 -2.088 18 .025 -5.4000 2.5866 ·10.8342 3.419E.Q2 
assuned 
HSOCDESI Equal vanances 13.568 .002 2.526 18 .011 94667 3.7471 1.5944 17.3390 assumed 
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Significance is as follows: 
Task Function = t(18)= -2.032 p< .028 one tailed independent sample 
Communication Function = t(18)= -2.047 p < .028 one tailed independent sample 
Involvement Function = 1(18) = -4.501 p< .001 one tailed independent sample 
Overall Function = t(J 8) = -2.088 p< . 025 one tailed independent sample 
There is a statistically significant difference in four subscales of the FAM III 
considering families scoring in the normal or high scores on the MSI-R and based on 
male gender. Together these scores reject the null hypothesis in hypothesis 3 and 
establish statistically significant differences between families who score in the 
normative range on the MSI-R and farru lies who score in the high range on the MSI-R 
suggesting an affect between couple dynamics and family functioning. 
Hypothesis 4 stated "there will be no statistically significant difference in 
Family Assessment Measure, Marital Satisfaction Inventory- Revised, and the 
Depression, Anxiety Stress Scale scores between the first assessment of these scores 
before the Solution Focused Family Checkup is begun and the second assessment of 
these scores 30 days after the Solution Focused Family Checkup has been completed." 
To test this hypothesis it is necessary the results answer about the family functioning 
and about specific male/female functioning to see if they are the same over time. It is 
also necessary that any statistical analysis take into account the time function between 
test 1 and test 2. Using a General Linear Model with Repeated Measures provided the 
following data on each subscale of the study. The first set of subscales is based on the 
MSI-R. When the F ratio is significant but the plot lines of the graph are unequal, the F 
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ratio must be ignored because we cannot interpret the one P.ersons significance without 
the other and still refer to the whole which is the purpose of this study. 
Table 30 
Global Dissatisfaction Scale Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df 
MATE Linear 64.800 1 
Error(MATE) Linear 443.700 19 
TIME Linear 11.250 1 
Error(TIME) Linear 18.250 19 
MATE*TIME Linear Linear 12.800 1 
Error(MA TE*TIME) Linear Linear 23.700 19 
Estimated Marginal Means of MEASURE_1 
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Mean Square 
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.961 
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There are two ratios, Time= F (1,19) = 11.712 p< .003; and Mate* Time = 
F (1 , 19) = 10.262, p< .005. Both of these ratios are statistically significant but the plot 
lines do not match the suggested significance in slope and is not consistent from mate to 
mate. Therefore this study must ignore the main effects because we cannot interpret 
one main effect without looking at the other main effect. 
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Table 31 
Affective Communication Scale Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sig. 
MATE Linear 3.638E-12 1 3.638E-12 .000 1.000 
Error(MATE) Linear 409.500 19 21.553 
T IME Linear 20.000 1 20.000 21.714 .000 
Error(TIME) linear 17.500 19 .921 
MATE •TIME Linear Linear .450 1 .450 .406 .532 
Error(MATE*TIME) Linear linear 21.050 19 1.108 
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There is only one ratio showing significance at the F level and neither of the two 
slopes support any statistically significant change for both partners. 
Table 32 
Problem Solving Scale Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sig. 
MATE Linear 8.450 1 8.450 .308 .585 
Error(MA TE) Linear 521 .050 19 27.424 
TIME linear 92.450 1 92.450 64.937 .000 
Error(TIME) linear 27.050 19 1.424 
MATE ·nME Linear linear .800 1 .800 .465 .504 
Error(MA TE"TIME) Linear linear 32.700 19 1.721 
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There is one ratio, Time, that is significant at F (1 , 19) = 64.937, p < .00 1. Both 
charts suggest parallel effects with minor difference in degree. This is considered to be 
significant in both mates and therefore the family maintaining the statistical 
significance. 
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Table 33 
Aggression Scale at Time 1 and Time 2 
Tests of Within-5ubjects Contrasts 
Measure: MEASURE 1 
Type Ill Sum 
Source MATE TIME of Sauares df Mean Square F SiQ. 
MATE Linear 17.113 1 17.113 .347 .563 
Error(MA TE) linear 937.637 19 49.349 
TIME Linear .313 1 .313 .798 .383 
Error(TIME) Linear 7.437 19 .391 
MATE•TIME Linear Linear .113 1 .113 .280 .603 
Error(MA TE"TIME) Linear Linear 7.637 19 .402 
There were no statistically significant changes in the Aggression Scale which 
fits because there were no elevations in this scale at either Time 1 or Time 2 for any 
couple. 
Table 34 
Time Together at Time 1 and Time 2 
Tests of Within-5ubjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Sauares df Mean Sauare F Sia. 
MATE Linear 94.612 1 94.612 3.433 .080 
Error(MATE) Linear 523.637 19 27.560 
TIME Linear 112.813 1 112.813 22.697 .000 
Error(TIME) Linear 94.437 19 4 .970 
MATE •TJME Linear Linear 2.112 1 2.112 .397 .536 
Error(MATE"TIME) Linear Linear 101 .137 19 5.323 
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There is one ratio, Time, that is significant at F (1 ,19) = 22.697, p < .001. Both 
charts suggest parallel effects with minor differences in size. This is considered to be 
significant in both mates and therefore the family maintains the statistical significance. 
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Table 35 
Disagreement About Finances Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sig. 
MATE Linear 103.513 1 103.513 4.524 .047 
Error(MATE) Linear 434.737 19 22.881 
TIME Linear 23.113 1 23.113 5.693 .028 
Error(TIME) linear 77.138 19 4.060 
MATE.TIME Linear Linear 10.512 1 10.512 2.569 .125 
Error(MA TE>riME) linear Linear 77.738 19 4 .091 
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There are two ratios, Time and Mate that are statistically significant. The first 
records Mate @ F (1,19) = 4.524, p < .047. The second, Time @ F (1 ,19) = 5.693, p < 
.028. The slopes of the two plots however do not support the significance of the two 
ratios as showing equal magnitude for both partners and therefore renders the ratios as 
s tatistically not significant. 
Table 36 
Sexual Dissatisfaction at Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Souare F Sig . 
MATE Linear 241 .512 1 241 .512 9.351 .006 
Error(MA TE) Linear 490.737 19 25.828 
TIME Linear 78.012 1 78.012 35.093 .000 
Error(TIME) Linear 42.238 19 2.223 
MATE •TJME Linear Linear 12.012 1 12.012 3.034 .098 
Error(MA TE.TIME) Linear Linear 75.238 19 3.960 
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There are two ratios, Time and Mate that are statistically significant. The first is 
Mate @ F (1 ,19) = 9.351 , p < .006. The second is Time @ F (1,19) = 35.093, p < .001. 
Again, the measure of the plots do not support the F ratio's significance in equal 
magnitude for both partners therefore rendering the family ratio as insignificant. 
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Table 37 
Role Orientation at Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Il l Sum 
Source MATE TIME of Sauares df Mean Square F Sia. 
MATE Linear 90.313 1 90.313 2.867 .107 
Error(MATE) Linear 598.437 19 31 .497 
TIME Linear 1.512 1 1.512 .891 .357 
Error{TIME) Linear 32.237 19 1.697 
MATE •TIME Linear Linear 3.613 1 3 .613 2.277 .148 
Error{MA TE•TIME) Linear Linear 30.137 19 1.586 
In the Role Orientation Scale there were no measures of statistical significance 
from Time 1 to Time 2. 
Table 38 
Family History of Distress at Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME ofSauares df Mean Sauare F Sio. 
MATE Linear .112 1 .112 .001 .972 
Error(MA TE) Linear 1674.137 19 88.112 
TIME Linear 10.513 1 10.513 3.134 .093 
Error(TIME) Linear 63.738 19 3 .355 
MATE •TIME Linear Linear 1.013 1 1.013 .455 .508 
Error{MATE.TIME) Linear Linear 42.238 19 2 .223 
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In the Family History of Distress Scale there were no statistically significant 
ratios from Time 1 to Time 2. 
Table 39 
Dissatisfaction with Children Time 1 to Time 2 
Tests of Within-Subjects Contrasts 
Measure: MEASURE 1 
Type Ill Sum 
Source MATE TIME of SQuares df Mean SQuare F Sjg. 
MATE linear 19.013 1 19.013 .247 .625 
Error{MATE) Linear 1460.237 19 76.855 
TIME Linear .612 1 .612 .239 .630 
Error(TIME) linear 48.638 19 2 .560 
MATE • TIME linear Linear 4.513 1 4 .513 2.399 .138 
Error{MA TE*TIME) Linear Linear 35.738 19 1.881 
In the Dissatisfaction with Children scale there were no statistically significant 
ratios from Time 1 to Time 2. 
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Table 40 
Conflict Over Child Rearing Time I and Time 2 
Tests of Within -Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Sauares df Mean Sauare F Sig. 
MATE Linear S.OOOE-02 1 5.000E-02 .001 .973 
Error{MATE) Linear 794.450 19 41 .813 
TIME Linear 2.450 1 2.450 2.900 .105 
Error(TIME) Linear 16.050 19 .845 
MATE.TIME Linear Linear .450 1 .450 1.413 .249 
Error(MA TE"TIME) Linear Linear 6.050 19 .318 
In the Conflict Over Child Rearing scale there were no statistically significant 
ratios from Time I to Time 2. 
The scales from the MSI-R as measured from Time I to Time 2 indicate two 
areas of statistical significance, the Problem Solving Scale and the Time Together 
Scale. In both cases the plots support the statistical significance and suggest a change in 
both partners functioning of equal magnitude and therefore rejects the null hypothesis. 
The scales from the F AM III will look at overall family functioning from Time 1 
and Time 2. Again, when the F ratio is significant but the plot lines of the graph are 
unequal, the F ratio must be ignored because we cannot interpret one persons 
significance without the other and still refer to the whole, which is the purpose of this 
study. 
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Table 41 
Task Scale scores Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of SQuares df Mean S_guare F Sig. 
MATE Linear 42.050 1 42.050 .704 .412 
Error(MATE) Linear 1134.950 19 59.734 
TIME Linear 26.450 1 26.450 14.546 .001 
Error(TIME) Linear 34.550 19 1.818 
MATE *TIME Linear Linear 5.000E-02 1 S.OOOE-02 .073 .789 
Error(MA TE<'f!ME) Linear Linear 12.950 19 .682 
Estimated Marginal M eans or MEASURE_1 
.... 
.... 
.... 
.... 
i 
:a 47.5 
I 470 a 
:a 
1 ... "'• 0 2 
.:1 
"" 
MATE 
Estimated Marginal Means or MEASURE_1 
.... 
.. JI 
.. ,. 
... 
I 
~ .... 
I 
:a 
... 
J .... 
a , 
... 
0 2 
T1ME 
93 
There is one ratio, Time that is significant at F (1 ,19) = 14.546, p < .00 1. Both 
plots support the change of equal magnitude between family members supporting 
significance. 
Table 42 
Role Performance at Time 1 and Time 2 
Tests ofWithin..Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sig. 
MATE Linear 88.200 1 88.200 1.543 .229 
Error{MATE) Linear 1085.800 19 57.147 
T IME Linear 16.200 1 16.200 53.069 .000 
Error(TIME) Linear 5.800 19 .305 
MATE • TIME Linear Linear .000 1 .000 .000 1.000 
Error{MA TE.TIME) Linear Linear 18.000 19 .947 
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There is one ratio, Time that is significant at F (1,19) = 53.069, p < .001. Both 
plots support the change of equal magnitude between family members supporting 
significance. 
Table 43 
Communication Scale Time I and Time 2 
Tes1s of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Sauare F Sig. 
MATE linear 168.200 1 168.200 3.497 .077 
Error( MATE) Linear 913.800 19 48.095 
TIME Linear 57.800 1 57.800 22.784 .000 
Error(TIME) Linear 48.200 19 2 .537 
MATE *TIME Linear Linear .800 1 .BOO .336 .569 
Error(MA TE"TIME) Linear Linear 45.200 19 2 .379 
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There is one ratio, Time that is significant at F (1 , 19) = 22.784, p < .00 1. Both 
plots support the change of equal magnitude between family members supporting 
significance. 
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Table 44 
Affective Comrrumication at Time 1 and Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean ~uare F Slg_. 
MATE Linear 259.200 1 259.200 2.194 .155 
Error(MATE) Linear 2244.800 19 118.147 
TIME Linear 115.200 1 115.200 59.478 .000 
Error(TIME) Linear 36.800 19 1.937 
MATE*TIME Linear Linear 9 .800 1 9 .800 2.652 .120 
Error(MA TE.TIME) Linear Linear 70.200 19 3.695 
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There is one ratio, Time that is significant at F (1,19) = 59.478, p < .001. Both 
plots do not support the change of equal magnitude between family members rejecting 
significance. 
Table 45 
Family Involvement Scale Time 1 to Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sjg_. 
MATE Unear 198.450 1 198.450 2.607 .123 
Error(MATE) Unear 1446.550 19 76.134 
TIME Unear 101 .250 1 101 .250 28.395 .000 
Error(TIME) Linear 67.750 19 3 .566 
MATE •TIME Linear Linear 1.250 1 1.250 .748 .398 
Error(MA TE"TIME) Unear Linear 31 .750 19 1.671 
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There is one ratio, Time that is significant at F (1,19) = 28.395, p < .001. Both 
plots support the change of equal magnitude between family members supporting 
significance. 
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Table 46 
Overall Rating Scale Time 1 to Time 2 
Tests of Within-Subjects Contrasts 
Measure· MEASURE 1 
Type Ill Sum 
Source MATE TIME of Squares df Mean Square F Sig. 
MATE Linear 31 .250 1 31 .250 .217 .647 
Error( MATE) Linear 2735.750 19 143.987 
TIME Linear 31.250 1 31 .250 18.701 .000 
Error(TIME) Linear 31 .750 19 1.671 
MATE *TIME Linear Linear 5.000E-02 1 5.000E-02 .064 .804 
Error(MA TE*TIME) Linear Linear 14.950 19 .787 
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There is one ratio, Time that is significant at F (1, 19) = 18.701, p < . 001. Both 
plots support the change of equal magnitude between family members supporting 
significance. 
In comparing the changes and F for each subscale of the two measures, the MSI-
R and the F AM III, there were statistically significant changes that were supported in 
the plots of the members. Therefore the null hypothesis is rejected for hypothesis 4. 
The areas of significance for the MSI-R are found in Time Together and Problem 
Solving Scales. The areas of significance for the F AM III are the Task Scales, Role 
Performance Scale, Communication Scale, Involvement Scale, Control Scale, and the 
Overall Family Functioning Scale. There were no statistically significant changes in 
any score or scale of the DASS. 
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Summary 
A quantitative research study was conducted on 20 families who reside in a 
suburban community in the North Texas area that attended the same church. Each adult 
participant completed four instruments, the MSI-R, the F AM ill General Scale and the 
FAM III Self-Rating Scale (combined as FAM III) and the Depression, Anxiety Stress 
Scale. Eligible children in the family completed the Dyadic Relationship Scale in 
relationship to each child's relationship with each parent. Their instruments were then 
coded for confidentiality. Chi-Square tests forK samples and moderated multiple 
regressions (MMR) were performed to test for significance on hypothesisV 
Significance was recorded and the null hypothesis was rejected. Hypothesi~had 90% 
of all participants answer the same answer and thus the null hypothesis was supported in 
that there was no statistically significant difference in the scores. Hypothesis~ 
compared means of overall family functioning and task completion between two 
groups, those that scored normal and those that scored high on the MSI-R, which was 
further broken down by gender. One tailed t-tests for significance were performed. The 
null hypothesi_$ was rejected because of statistically significant differences between the 
, 
two groups and the genders. Hypothesis 4 compared scores from Time 1 to Time 2 on 
both the MSI-R and the FAM ill scales. Although there was minor change on the MSI-
R scales, there was more magnitude in scales changed on the F AM III. The null 
--
hypothesis was rejected in that there was statistically significant differences between 
scores on Time 1 and Time 2 that was equal in distance and slope for all family 
members. 
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CHAPTER V 
SUMMARY, DISCUSSION, AND CONCLUSIONS 
This rationale for this study is based upon the research that a significant number 
offamilies experience dyadic or familial relationship problems and are not seeking 
therapy from qualified MFT's (Rust, et al., 2005; Snell-Johns, Mendez, & Smith, 2004). 
Families and couples are prevented from seeking or receiving these services because of 
psychological issues around social stigma's regarding counseling, past negative 
experiences, and perceptions of professionals as being actually unhelpful. As well, if 
family members are willing to attend family therapy there are ecological issues of 
available time for couples or whole families , issues around transportation, child care, 
economics, and other related factors that create roadblocks to positive perceptions. 
Other researchers have developed interventions lasting from 2 to 3 sessions in 
which positive change has been accomplished in couples and families and had lasting 
impact upon marriages and famiHes (Dishon, Nelson, & Kavanagh, 2003; Cordova, 
Warren & Gee, 2001; Ueblacker, Hect, & Miller, 2006). This study is another form of 
the previous studies and in many respects a repeat of them. This study sought to 
determine whether a non-directive solution oriented approach can achieve the same 
results that were achieved with a more directive modernist theory. 
The questions that were asked were as follows: Is readiness for family therapy 
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determined more by family disharmony due to tasks and functions not being met within 
the family, or by symptoms such as depressive behaviors, marital discord, or parent-
child conflicts, or is there a necessity for both? Will families be more willing to invest 
time, money, and energy in a predetermined brief interventional process and for what 
reasons; are they ecological, psychological, or other reasons? And does a Solution 
Focused approach create positive goals based on the findings of the assessment process 
and hence raise the measurable level of family functioning and task completion after a 
two-session intervention on 30 day follow-up? 
The participants (N=20) are families and not individuals. The average age of the 
adults was 42 years. All participants were married with 85% in their first marriages, 
1 0% divorced and remarried, and 5% widowed and remarried. The average length of 
marriage was 14 years. The average number of children living at home and not 
completed high school was 1.4. The majority of the sample had earned a bachelor's 
degree or higher. 85% of the sample worked full time outside of the home and I 00% of 
the sample worked 10 to 12 hours per day away from home a minimum of2 days per 
week, 85% working 5 days per week or more. Each adult member of the family was 
questioned as to how often during the work day they communicated with each other 
regarding family or couple matters and 70% said they called I to 2 times per day. Meals 
eaten together as a family ranged from one meal a week to 7 meals per week. The 
largest group (n=6) ate a meal together as a family 4 times per week. 
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Discussion 
This study appears to correlate with the findings ofUeblacker, Hect, & Miller, 
2006, where significance was found overall that a two-session intervention will have a 
positive influence in goal setting and improvement in either couple or family 
functioning, or both. This study however does not support the overall findings of Rust, 
et al., 2005; Snell-Johns, Mendez, & Smith, 2004, in the specifically ecological reasons 
people are prohibited from seeking assistance or therapy. This attributes to the sample 
differences more than any other reason. The sample of this study was taken from one 
location with high education achievement and average to above average socio-economic 
status. 
Using the rationale for the study (above) there were four null hypothesis created. 
This discussion will look at each hypothesis in turn to discuss the findings. The first 
hypothesis stated: There will be no statistically significant differences in reasons for 
families seeking family therapy between family success or failure at tasks and 
functions, and families that experience clinical symptoms within individuals such as 
depressive behavior, anxiety, stress or other symptomatic behavior. This null hypothesis 
is rejected. 
Participants were given a socio-demographic questionnaire (See Appendix D) 
that included a question about reasons they as a family would seek professional 
assistance. The options included (1) family members are not accomplishing tasks 
appropriate for their current state of development and maturation; (2) you and I or your 
partner are experiencing emotional and personal problems that are affecting family life; 
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(3) one of the children is in serious trouble at school or having unmanageable issues; (4) 
going for professional assistance is pretty much a last resort regardless of problem; and 
(5) my relationship to my partner is in serious jeopardy. There were 19 out of20 
participants who answered the question and 45% of them chose option 3, regarding 
children in trouble. Another 30% chose option 4 declaring professional assistance as a 
last resort. No person or family chose option 5 indicating dyadic trouble as a reason to 
seek therapy. Experiencing emotional problems was only chosen by one family, and 
only one family chose failure at tasks and accomplishments as a reason to seek therapy. 
This is not supportive ofthe ecological theories stated above. Chi-Square tests gave 
statistically significant differences and rejected the null hypothesis. 
To look at the psychological affects of"stigma" about seeking professional 
assistance the study created two groups, those who did not score as experiencing either 
depressive, anxious, or stressful behaviors and those who did. This allowed for another 
question, does "stigma" have embedded into it a potential relationship between 
symptomatic behaviors and non-symptomatic behaviors within the family members 
which might create vastly different responses. The case study below looks first at the 
larger group of individuals (adult females) who scored with symptomatic responses. In 
the socio-demographic questionnaire (Appendix D) participants could choose going to 
therapy as either an "embarrassment" or as "cool". In the non-diagnostic group 5 out of 
9 families chose the response "cool". In the diagnostic group 9 out of 11 families chose 
"embarrassed". This suggests the psychological stigma for not seeking professional help 
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is more apparen t and related to "symptoms" than the ecological issues in making 
choices to utilize MFT's. 
Table 47 
Case Summaries of Psychological Options for Therapy 
Case Summaries • 
HOPTION2 
WDASST no diagnosis 1 cool 
2 embarass 
ed 
3 cool 
4 cool 
5 cool 
6 embarass 
ed 
7 embarass 
ed 
8 embarass 
ed 
9 cool 
Total N 9 
diagnostic 1 embarass 
ed 
2 embarass 
ed 
3 embarass 
ed 
4 cool 
5 embarass 
ed 
6 cool 
7 embarass 
ed 
8 embarass 
ed 
9 embarass 
ed 
10 embarass 
ed 
11 embarass 
ed 
Total N 11 
Total N 20 
a. limited to first 100 cases. 
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In looking at the two groups being divided between "diagnostic" and "non-
diagnostic", based upon reported behavioral experiences using the DASS, 55% of the 
men recorded no moderate to severe scores suggesting no diagnostic behaviors, and 
45% did record moderate to severe scores suggesting "diagnostic" behaviors. Of the 
women it was 55% did record moderate to severe scores and 45% did not record 
moderate to severe scores. In looking at the family profiles, accounting for whether 
there was at least one adult with a diagnostic category in the marriage, only 2 families 
with at least one diagnostic adult recorded a "cool" response, and the other 5 "cool" 
responses were from families without a diagnostic member. Conversely 9 of the II 
families that recorded at least one diagnostic member chose "embarrassment" about 
seeking therapy. This was statistically significant in their differences. 
Table48 
Chi-Square Statistic of Psychological Option for Therapy by Couples 
Ranks 
WDASST N Mean Rank 
WOPTION2 no diagnosis 9 13.17 
diagnostic 11 8.32 
Total 20 
Test Statis tics a .b 
W OPTION2 
Chi-Square 4.606 
df 1 
Asymp. Sig. .032 
a. Kruskal Wallis Test 
b. Grouping Variable: WDASST 
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Table 49 
Case Study of Psychological Option based on One Person being Symptomatic 
Case Summaries • 
HDASST no diagnoSIS WDASST no doagnosis 
HOPTION2 
1 cool 
2 cool 
3 cool 
4 cool 
5 embarass 
ed 
6 embarau 
ed 
Total N 6 
diagnostic 1 embarass 
ed 
2 embarass 
ed 
3 cool 
4 embarass 
ed 
5 embarass 
ed 
Total N 5 
T otal N 11 
diagnostic WDASST diagnostic 1 embarass 
ed 
2 cool 
3 embarass 
ed 
4 embarass 
ed 
5 embarass 
ed 
6 embarass 
ed 
Total N 6 
no diagnosis 1 embarass 
ed 
2 ambarass 
ed 
3 cool 
Total N 3 
Total N 9 
Total N 20 
a. Llm~ed lo rorst 100 cases. 
The case study a bove gives exacts by case for each gender in the couple matrix. 
To create a meaningful statistic to further interpret these findings the study used 
the concept of moderators to determine the effect of diagnostic categories on relational 
domains. In the women statistically significant findings were found between diagnostic 
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categories and their ability to moderate the categories of Affective Communication 
(Intimacy), Problem Solving (communication), Time Together (dyadic time), and 
Conflict in Child Rearing (issues between spouses). In the men statistically significant 
fmdings were found between diagnostic categories and their ability to moderate the 
categories of Affective Communication (intimacy), Problem Solving (communication), 
Dissatisfaction with Sex (sexual relationships), and Family of Origin (effects of 
extended family). Therefore there was a statistically significant difference between 
families seeking therapy based upon success and failure at tasks and functions only, and 
those families that also had symptoms of depression, anxiety, stress and potentially 
other emotional moderators. Those who scored positive on the symptom index were 
more unwilling to seek therapy, and when they did seek therapy it was dominantly 
about a child needing help and not the marital relationship, the symptoms themselves, 
or dysfunction in family tasks and accomplishments. Further, the symptom index has a 
moderating impact upon dyadic relationships within specific domains and would further 
tend to reduce the sense of efficacy in therapy for marital or emotional distress. The 
null hypothesis number one is rejected on all these grounds. 
Hypothesis 2 stated: There will be no statistically significant difference in 
family decisions to engage in family therapy based on a predetermined brief 
interventional process lasting 2 sessions, and family decisions to engage in family 
therapy based on a predetermined interventional process lasting up to 12 sessions or 
more with a weekly commitment This hypothesis is accepted. All participants 
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answered this question with the same answer except one person. AU participants chose 
only the brief therapy choice lasting from 2 to 6 sessions. 
Hypothesis 3 stated: There will be no statistically significant difference in 
families overall functioning and task scores on the Family Assessment Measure (F AM 
III) that also scores in the statistically normative range on the Marital Satisfaction 
Inventory - Revised (MSI-R), and families overall functioning and task scores on the 
F AM III that also score outside the statistically normative range on the MSI-R. This 
hypothesis is rejected. 
Remembering that the couple is the unit of measure in this context, all 20 
families are reduced to a single score that represents the couple in relationship to the 
MSI-R. Individual scores would vary accordingly but that is not the subject of this 
study. The study then broke down into two groups, normal and high scores on the MSI-
R. The normal group (n = 4) and the high group (n = 16) were compared on the F AM 
III scores using independent t-tests for significance. Statistically different scores were 
found between the normal and high groups in Tasks Accomplishment, reflecting some 
failure at basic tasks, an inability to respond appropriately to changes in the family life 
cycle, problems in task identification, generation of potential solutions, and minor 
stressors creating crisis. There was also a difference in Communication between the 
high and normal groups suggesting the high group had more communication patterns 
that were insufficient, displaced, or even masked, that there was a lack of mutual 
understanding among family members, and often more inability to seek clarification in 
cases of confusion. Again, the high group in the area of family Involvement showed 
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more absence of involvement among family members, that involvement that is done 
could be narcissistic, and that family members may exhibit more insecurity and lack of 
autonomy. And finally, the high groups family functioning Overall Rate was 
statistically different suggesting that the overall family functioning scores (even though 
sometimes within the "nonnal" range using the T -scores of the F AM III control 
groups), bordered on being high and were clearly effected by the couple relationship. 
Table 50 
Independent t-test, one-tailed, of Family Functional Changes based on MSI-R scores 
Independent Samples Test 
Levene's Test for 
Equalityof Variances t-test for l;g_uallty of Means 
95% Confidence 
Interval of the 
1- tailed Mean Std. Error Difference 
F Slg, t df P- value Difference Difference Lower Upper 
HTASK Equal variances 1.513 .234 -1.835 18 .042 .0.5000 3.5429 - 13.9433 .9433 assumed 
HROLE Equal variances 11.988 .003 - .834 18 .275 -2.7500 3.2993 -9.6816 4.1816 
assumed 
HCOMM Equal variances 2.607 .124 -1.810 18 .048 .0.1250 3.3844 - 13.2353 .9853 
assumed 
HAFFECTC Equal variances 
.009 .925 -.630 18 .268 -2.0000 3.1732 -8.6667 4.6667 
assumed 
HINVOLV Equal variances 3.656 .072 -4.203 18 .001 -16.7500 3.9857 -25.1235 -8.3765 
assumed 
HCONTROL Equal variances 5.370 .032 - 1.149 18 .133 -5.7500 5.0035 -16.2619 4.7619 
assumed 
HVALUES Equal variances 2.743 .115 -1.683 18 .055 -4.6250 2.7473 -10.3969 1.1469 
assumed 
HOARATE Equal variances 2.987 .101 -1 .964 18 .033 -5.5625 2.8319 - 11.5121 .3871 
assumed 
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Group Statistics 
COUPGDS N Std. Error Mean Std. Deviation Mean HTASK normal 4 42.5000 8.6987 4 .3493 
high 16 49.0000 5.7504 1.4376 
HROLE normal 4 49.0000 12.3828 6.1914 
high 16 51.7500 3.3367 .8342 
HCOMM normal 4 45.0000 8.4063 4.2032 
high 16 51 .1250 5.4635 1.3659 
HAFFECTC normal 4 49.0000 6.6332 3.3166 
high 16 51.0000 5.4650 1.3663 
HINVOLV normal 4 37.0000 3.8297 1.9149 
high 16 53.7500 7.6201 1.9050 
HCONTROL normal 4 42.5000 17.0000 8.5000 
high 16 48.2500 6.1914 1.5478 
HVALUES normal 4 40.5000 7.8951 3.9476 
high 16 45.1250 4.0641 1.0160 
HOARATE normal 4 44.0000 8.1650 4 .0825 
high 16 49.5625 4.1788 1.0447 
Hypothesis 4 stated: There will be no statistically significant difference in the 
Family Assessment Measure (F AM IIO, the Marital Satisfaction Inventory- Revised 
(MSI-R) and the Depression Anxiety Stress Scales (DASS) scores between the first 
assessment of these scores before the Solution Focused Family Checkup is begun and 
the second assessment of these scores 30 days after the Solution Focused Family 
Checkup has been completed. As stated in Chapter 4 of this study, to test this 
hypothesis it is necessary the results answer about the family functioning and about 
specific male/female functioning to see if they are the same over time. For significance 
to be recorded it is not enough that an F ratio is mathematically significant, the plot 
lines between mates need to match in slope and duration to suggest both partners have 
changed equally from time 1 to time 2, and thus the unit of study, the family, has 
changed. 
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From time 1 to time 2 using the MSI-R there were two areas of significant 
change that was supported both mathematically and graphically, these were Time 
Together and the Problem Solving Scales. This suggested that there was not much 
change in the dyadic relationship dynamics in the 30 days following the Solution 
Focused Family Checkup, but changes that did occur that did not meet statistical 
significance included Affective Communication (intimacy) and interestingly Sexual 
Dissatisfaction. 
From time 1 to time 2 using the F AM ill there were statistically significant 
changes with supportive graphics and plots in the areas of Task Accomplishment, Role 
Performance, Communication, Involvement, Control, and the Overall Rating Scale. 
Considering this is the heart of the Solution Focused Family Checkup, more than dyadic 
relationships, the functions and tasks of the family improved overall. However, 
hypothesis 3 informs the study that unless the dyadic relationship also improves to some 
degree the affect that has upon family functioning and task accomplishment is 
significant too. The null hypothesis for hypothesis 4 is also rejected. 
Conclusions 
Conclusions reached in this study are as follows: 
1. Families that seek family therapy from qualified professionals are more likely 
to be seeking the shortest term therapy at the most reduced cost they can afford, and 
more often the presenting issue will be based upon experiences of problems related to 
children residing within the home. In most cases ecological reasons that could prevent 
assistance only presents a minor issue unless dealing with lower socio-economic strata 
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families. Families that have depressive, anxious, or stressful symptoms in one or both 
adults within the family will tend to see professional assistance as a last resort. 
2. Families prefer to negotiate a predetermined amount of sessions and to have 
the shortest number of sessions possible. 
3. Families that have couple related problems will have higher incidences of 
family tasks and function problems, they will be more reluctant to seek couple 
assistance, and yet they can improve family tasks and functions, at least temporarily, 
with minor changes to the family functioning. In some cases these task and function 
interventions will also affect positively some areas of couple functioning as well. 
4. A Solution Focused Family Checkup is a viable and usable means to enable 
families to set goals and make changes to overall family functioning and in some cases 
to couple functioning as well. Using a Solution Focused approach allows families to set 
the terms and conditions for these changes, and enables existing strengths to be more 
generalized from one area to another area when needed. 
5. The methodology used in this study is not sufficient to determine with any 
real certainty the degree of truthfulness regarding participant answers to the second 
assessment phase and thus needs to be more publicly based in sampling. 
Limitations 
The generalizeability of the results of this study may be limited by the 
following: 
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1. The participants of this study are limited to a group of persons from a single 
local church in the North Texas metropolitan area, limiting geography, socio-economic 
strata, educational diversity, ethnic diversity, and cultural diversity. 
2. The participants of this study were known by the researcher previous to the 
start of this research. The voluntary basis upon which they participated were as much 
out of common knowledge of each other as a desire to participate in a program they 
knew little about or its effectiveness. No participant was recruited by the researcher, 
but there is a degree of possibility that the second set of answers to the assessment 
instruments, 30 days after the Solution Focused Family Checkup has been completed, 
could have been biased by the participants desire to please the researcher. 
3. Moderators do not explain mediation and as such only say when and where an 
effect may possibly be had by the independent variable working as the moderator. 
Inferences drawn in this study need further clarification and further research before it 
can be conclusively correlated that symptomatic behavior strongly affects decisions 
about therapeutic efficacy and participant choice. A much larger sample size would be 
required. 
4. This study did not have any inter-raters or session review questionnaires to 
help determine the effectiveness of the researcher in using the Solution Focused therapy 
techniques or methods. The researcher may or may not have been similarly effective in 
delivery of therapy with each couple/family and responses may change depending upon 
that variance. These variances in response could have an effect upon the overall 
statistical analysis of this study. 
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5. All children's responses during the assessment phases were highly 
questionable due to parental influence. They became statistically irrelevant due to 
doubt in the efficacy of the answers. A better method needs to be developed for 
achieving children's responses to help determine real family functioning. 
6. None of the assessment devices measured motivational aspects toward change 
and the reasons participant's desired or chose to make any change. Without the 
motivational question answered any change desire could have been either an approach 
goal or an avoidance goal for each participant. Change based in avoidance goals usually 
will not continue over long periods of time and thus without a 90 day follow-up the 
generalizeability of the study is again severely restricted. 
Implications 
The results of this study suggest another area for Marriage and Family 
Therapists to consider creating a service of value to the general public. Through a better 
understanding of the need for families to experience effective therapeutic techniques 
that are short in duration and provide meaningful change to family behaviors around 
developmental tasks and functions, MFT's can provide a valuable service to the 
community and create a positive environment for people to believe they can change. 
This same service later will open the minds and thoughts of people who face difficulties 
to seek professional assistance. 
The results of this study also suggest for Marriage and Family Therapists to 
realize the need for psycho-educational services to the community at large enabling 
persons to recognize the effects of "symptoms" in family and couple functioning, to 
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relieve the concern that nothing will help, and to provide a guilt-free environment to 
understand the pervasiveness of"symptoms" in couple functioning and the need to treat 
the couple as much as the individual. 
The results of this study reaffirm the long held beliefthat couple functioning has 
a direct impact upon family functioning and the role of.MFT's in the community to 
provide marital services of different formats as prevention toward family dysfunction 
along with children/adolescent difficulties. 
The results of this study also lay a claim that mixing modernist and post-
modernist theories can be done without conflict when the question is not about how to 
define reality but to accept the multitude of realities that interact with one another 
creating a infmite layer of systems that interact and influence family functioning. This 
means the acceptance of the reality of constructivism and social constructivism while 
not ignoring the fact that heat melts butter. 
Suggestions for Further Research 
Recommendations for Future Research are as follows: 
1. The findings of this research cannot be generalized to the public because of 
the nature of the sample. Future research needs to make a more random sample and a 
much larger sample of families before generalization can be·made. The sample size 
needs to be at least 100 families so that moderator effects can also be determined with 
clarity. 
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2. Assessments that provide information about differentiation levels of the adult 
members of the family should be added to help clarify responses on the F AM m and 
MSI-R. 
3. Assessments that measure motivational aspects toward approach and 
avoidance goals should be added to determine areas of change possibility and no change 
possibility when reviewing the F AM III and MSI-R results. Not all persons need as 
much togetherness as others and targeting change needs to reflect the importance level 
to the participant and not the assessment instruments subscales. 
4. Inclusion of diverse ethnicities and cultural domains would increase the 
generalizability to the public and further define the process variables. 
5. Change the qualitative structured interview to a more semi-structured 
interview that covers essential domains but allows for more Solution Oriented Talk to 
occur in the first interview session, and shorten the semi-structured interview in time 
and areas within the separate domains. 
6. Future research would be better able to determine a broader range of families 
that can be helped by this approach by expanding the Solution Focused Family Checkup 
to last at least 3 to 4 sessions over a 90 day period of time, creating follow-up at 6 
months and 1 year. 
7. Create a wait list group of the same sample population that also is tested at the 
same times as the test group to verify changes are different or relatively the same 
between the two groups. 
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8. To ensure efficacy of therapy provided use inter-raters or exit interview 
questionnaires to assess the interviewers skills between the different participating 
families and create weights for evaluating changes based upon the degree of sameness 
oftherapeutic delivery. 
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Dan Spinks. LPC 
1413Sngbu 
M1ll$lielcl. lr•n 7S063 
P~~oao:Bn-Js.so7a 
l·moA: dwspinWiyohoo.cam 
Research flyer 
Texas Woman's University, Oenton. Texas 
The Family Checkup 
A research slucfr in parliallullilm~:nt of ihe reqtinlmentslor lhe degree of ODCI~· afPhi!osopby in ihe Graillate 
Schad olluas Woman's University 
Have you wondered how to improve your family's functioning? 
Would you like to know your family's strengths and areas of power? 
Are you raising children at least 8 years of age or older in your home? 
Would you like to know ways to improve your family's relationships? 
Would you be willing to participate in a research study 
examining the families ability to improve its relationships and task 
functioning from a brief two meeting interview? Would you like to 
set some goals for your families near future regarding positive 
behavioral change. 
Contact Dan Spinks at 817·319·8078 or ema~ at dwspinks@lyahoo.com 
All participants will remain anonymous and all information provided will be strictly 
confidential. 
. :~ .-:~ .: 
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TEXAS WOMAN'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 
Title of Study: A Solution Focused Family Checkup as a Positive Intervention in Family 
Therapy 
Researcher: Don Spinks, MTh. (81 7) 319-8078 
Advisor: Glen Jennings, Ed.D. (940) 898-2695 
Description of the r esearch study: 
You are being asked to participate in a research study to complete a dissertation 
~ropos~l written by_ Don Spinks, for partial fulfillment of the degree of Doctor of Philosophy 
m Manta! and Family Therapy at Texas Woman's University, Denton, Texas. 
The research study you are being asked to participate in is designed to determine the 
effec~veness and p~posefulness of a specific form of brief counseling within fami lies; this 
form IS called a Fam1ly Checkup. The idea of brief counseling methods is not new, but little 
research bas been done to analyze the effectiveness with whole families as opposed to 
individuals, and using a check-up procedure has scant research at all. The knowledge that 
people have the correct answers to make their own families happy and successful is the 
guiding principle underlying this form of counseling and research. What this study is designed 
to determine is whether or not brief interventions can be positively used by counselors for 
families who would normally find it difficult to access counseling assistance due to such 
issues as time, cost, travel; or other reasons such as the social stigma often associated with 
seeing a counselor. 
Description of Procedures: 
The Family Checkup occurs over the course of 60 days in which you will meet with 
the researcher for only two 2-hour sessions, 2 weeks apart. Prior to making these two 
meetings you wil1 be mailed a packet of material that includes a set of questionnaires and data 
sheet as well as this document. You will have several days to answer these questionnaires at 
your own pace and time prior to attending the first of the two meetings. 
In the first meeting additional information gathering will be requested from you. You 
will be asked to participate in a detailed interview lasting about 1.5 hours that is done with 
every family. If you are in a committed re lationship you wiiJ be additionally asked to complete 
the Broderick Commitment Scale which takes about 5 minutes to answer. Extremely low 
scores on this scale by either member of the couple could prohibit further participation in the 
study. When the interview is completed you will be debriefed with a summary of what all 
members of the family bas talked about and what to expect when you return approximately 
two weeks later. 
The second interview you will be given feedback from the researcher on what was 
discussed previously and upon the questionnaires you completed. You will be asked to 
engage in a discussion of results, family strengths, what is good and working, and any areas of 
interest or improvement. You will be asked to give your feedback to the researcher's written 
report that will be provided to you, to discuss your perception of the reports accuracy or 
inaccuracy, and to express your thoughts about the information. You will further be asked to 
participate in setting family and individual goals based upon what you fmd important from 
these interviews. In your written report there are resources provided such as bibliographies, 
web sites, workshops, or others that may assist in helping to form Please initial you have read 
family and individual goals. this page: 
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Thirty days following the second interview you will receive from the researcher another set of 
questionnaires that you are requested to complete. You will receive a telephone call prior to 
these items be ing mailed to remind you to complete these forms. You will be provided with a 
self-addressed, stamped envelope to return these assessments to the researcher. In the event it 
is more convenient to you, the researcher will go to an arranged location to pick-up these 30 
day fo llow-up questionnaires. 
Maxim um Total Time Commitment for Participants: You will be participating 
approximate ly sixty days overall time from the beginning of your participation until the end. 
You wi ll on ly spend a tota14 to 6 hours oftime total completing questionnaires and 
participating in two 1.5 hour interviews that will be done on two different days. 
Video or Audio Taping: There will be no video or audio taping of any interview, or any 
person, at any point in the study. 
Potential Risks to Participants: 
Loss o(confidentiality: Your confidentiality is important. To protect your 
confidentiality no personal identify ing data will be indicated on any questionnaires mailed to 
you. You will be assigned an alpha-numeric code for you and each member of your family that 
is on the questionnaire, a code that can only be cross-referenced from a master list kept by the 
researcher in a locked cabinet. All interviews done in person will be done in a private counseling 
office at the Community ofHope United Methodist Church in Mansfield, Texas to further 
protect your identity and confidentiality. All questionnaires sent to you should be completed in 
your own home and will be given only to the researcher where they are kept under lock and key. 
Confidentiality will be protected to the extent that is allowed by law. 
Emotional distress and embarrassment migltt be elicited bv some of the questions included in 
the questionnaires. You wiiJ be referred to mental health services if you experience such 
discomfort as to warrant counseling services. Your risks are minimized by making participation 
voluntary and ensuring participant confidentiality. You may also change your mind after 
participation has begun, or at any point during the research and end your participation without 
any penalty. 
Marital cottflict might be exacerbated or begun if adult participants share their answers to 
questionnaires with each other, giving information the other adult [amilv member mav not 
agree or did not know: The instructions given to you emphasize the confidentiality of each 
person's responses to questionnaires and data information. You are requested not to share 
questionnaire answers between you and other adult members. 
Fatigue and boredom may occur while completing the assessments. Because you will 
be completing questionnaires in your horne and at your own pace prior to the first interview 
boredom and fatigue should be minimal. The assessments are quick to complete and each one 
can be done at different times over several days prior to the first meeting. 
Coercion or undue influence because the investigator is an ordained United Methodist 
Minister. If you have any sense of coercion, for any reason, to participate in this study you 
should refuse to participate completely. 
The research ers will try to prevent any problem that could happen because of this research. 
You should let the researchers know at once iftltere is a problem and they will h elp you. 
However, TWU does not provide medical services or financial assistance f or injuries that 
might happen because you are taking part in this researclt. 
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Please initial you have read 
this page; 
Participation is Voluntary: Your participation in this research is entirely voluntary. At no 
time are you committed to completion of the research and at no time is there any form of penalty 
for withdrawing your participation. 
Benefits for Participation: You will benefit from your participation by having completed a 
family check.l.lp of family functions and you will have gained knowledge of your family 
strengths as well as awareness of areas for improvement. You will have been an opportunity to 
set goals that are measurable and attainable. 
Results of the Study: You will be provided results of this study in a single report after the 
study is completed. This is expected to be no later than April2007. 
You will be given a copy ofthis signed and dated consent form to keep. If you have any 
questions about the research study you should ask the researcher; their phone numbers are at 
the top of this form. If you questions about your rights as a participant in this research or the 
way this study has been conducted, you may contact the Texas Woman 's University Office of 
Research and Sponsored Programs at 940-898-3378 or via e-mail at IRB@twu.edu. 
Signature:-------------- Parents Signature 
Signature-------------- Parents Signature 
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November 1, 2005 
Texas Woman's University 
Institutional Review Board 
Office of Research and Sponsored Programs 
P.O. Box 425519 
Denton, TX 75204-5619 
Dear IRB Chair 
This letter Is being sent to provide our permission from the Community of 
Hope, United Methodist Church for Don Spinks, M.Th., LPC and a member of 
our church family, to use our facility and our membership, as well as 
community members not affiliated with our church, In the fulfillment of his 
research for the partial fulfliiment of his dissertation requirements at Texas 
Woman's University. 
We understand that he wlll be using our Counseling Office as well as private 
meeting rooms in our facil ity for the purposes of his research entitled ~A 
Solution Focused Family Checkup As A Positive Intervention In Family 
Therapy•. We understand that he may be using these faci lities everyday of 
the week and he has our permission to do so. 
As the Senior Pastor of the church I give him full permis!!ion and complete 
support In this research and the completion of his dissertation requirements .. 
here at The Community of Hope, United Methodist Church, Mansfield, Texas. 
If you need any other Information please feel free to contact me at the 
numbers listed. 
P.O. Box 2078 • Muslirid. T•xas 76063 • 817-453-2328 • emall: JnfoOrommunflyofhope.com • www.CommunityOIHope.com 
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Social-demographic Information 
Code number ____ (Please do not write your name on thisform) 
Gender Male Female 
How would you describe your ethnic or racial background? (Optional) 
---
White American/Caucasian 
- -
African American/Black 
- -
Native American/Indian 
Present Marital Status 
__ Single 
Married 
- --
Widowed 
- --
Divorced 
---
Length of present marital status: _ _ _ 
Have you been married previously: __ _ 
___ Latin American/Hispanic 
___ Oriental American/Pacific 
_ _ Married or Separated 
Widowed & Remarried 
---
---
Divorced & Remarried 
Other 
---
Number of children currently living in your household: 
---
Sons Ages: _____ _ ____ __ _ 
--
Daughters Ages: --- - - -------
__ Step-sons Ages: --- - ---- - ----
---
Step-daughters Ages:----------- -
Number of older parents living within' your household: 
Father 
--
Mother 
- --
None 
- - -
Highest degree earned: 
Ages:-----------
Ages:------ - - - --
---
Elementary School (grades K-5) 
- -
Junior High (grades 6-8) 
---
High School (grades 9-12) 
- --
Associate Degree 
- - -
Bachelors Degree 
--
Masters degree 
Doctorate 
--
--Other _ ______ _ 
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On average, how many hours do you work in paid employment? 
What is your household's yearly pretax income? --
_ _ Less than $10,000 
__ $25,001 to $40,000 
_ _ $55,001 to $70,000 
__ $85,001 to $100,000 
Do you work: __ out of the home 
__ $10,001 to $25,000 
__ $40,001 to $55,000 
__ $70,001 to $85,000 
__ over $100,000 
in the home? 
---
On average, how many hours a day do you spend away from the household and its 
members 
If married or cobabitating, on average, how many times do you telephone your partner 
each day to discuss family or couple matters? 
--
On average, how many days of the week does the household gather for a meal 
together? __ _ 
Has any member of the household ever been diagnosed (by a psychiatrist or 
psychiatric inpatient treatment facility) and treated for any of the following: 
---
Schizophrenia BiPolar 
Attention Deficit Disorder ADHD 
---
___ Obsessive-Compulsive 
Autism 
---
Alcohol or Substance Abuse 
---
Anorexia or Bulimia 
---
---Asperger' s Disorder 
To improve your family functioning and family developmental task accomplishments 
from its current state, which choice below would you be initially most willing to do: 
---
Seek assistance 2 - 6 times a year 
---
Seek assistance 8 - 12 times a year 
---
Seek assistance 12 - 24 times a year 
Unlimited 
---
Based on your current life situation, schedules, work requirements, affordability, 
family commitments and travel requirements, seeking professional assistance for 
family matters requires much personal effort; which would you be most willing to 
commit and complete: 
- --
Seek assistance 2 - 6 times a year 
---
Seek assistance 8 - 12 times a year 
---
Seek assistance 12 -24 times a year 
Unlimited 
---
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Before seeking professional assistance for any family related problems you would 
have to determine: (choose one option only) 
__ family members are not accomplishing tasks appropriate for their current stage 
of development and maturation 
__ you and/or your partner are experiencing emotional and personal problems that 
are a ffecting family life 
__ one of the children is in serious trouble at school or having unmanageable 
issues 
__ going for professional assistance is pretty much a last resort regardless of 
problem 
__ my relationship to my partner is in serious jeopardy 
If others discovered my family and I were seeking professional assistance I would 
most often feel : (choose one) 
Embarrassed 
---
Cool 
---
The largest difficult in seeking and committing to receiving professional assistance is: 
(please rank order from 1 to 5, with 1 being the most important difficulty and 5 the 
least important difficulty in seeking professional assistance for couple and family 
matters. 
---
Time and length of involvement 
---
What others will think if they found out 
Being able to afford the services 
---Not knowing what is going to happen and how it will help 
Other issues such as transportation, childcare, etc. 
---
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Marital Satisfaction Inventory-Revised 
Douglas K. Snyder, Ph.D . 
Please answer the following questions by marking T for true and F for false 
1. When my partner and I have differences of opinion we sit down and 
discuss them. ' 
2. I am fairly satisfied with the way my partner and I spend our available free 
time. 
3: My partner almost always responds with understanding to my mood at a 
g1ven moment. 
4. My childhood was probably happier than most. 
5. There are some things my partner and I just can't talk about. 
... :' .,. 
6. It is sometimes easier to confide in a friend than in my partner. 
7. My partner seems to enjoy sex as much as I do. 
8. I wish my partner shared a few more of my interests. 
9. During an argument with my partner, each of us airs our feelings 
com oletely: 
;· 
10. I was very anxious as a young person to get away from my family. 
11 . I would prefer to have sexual relations more frequently than we do now. 
12. Even when angry with me, my partner is able to appreciate my 
viewpoints. 
13. My partner likes to share his or her leisure time with me. 
14. There is a great deal of love and affection expressed in our relationship. 
15. I am sometimes unhappy with our sexual relationship. 
16. There are many thins about our relationship that please me. 
17. A lot of our arguments seem to end in depressing stalemates. ;· 
18. Even when I am with my partner, I feel lonely much of the time. 
19. I trust my partner with our money completely. 
20. There are some things about my partner that I do not like. 
21. Our relationship has been very satisfying. 
22. My partner has slapped me. 
23. Some equality jn marriage is a good thing but, by and large, the man 
ought to have the main say-so in family matters. 
24. The good things in our relationship far outweigh the bad. 
25. My partner and"l decide together tha manner in which our income is to ee 
spent. . . .: . ,.:, ~.' .:H~:.:_;;~ · ;;, ;;: .;,:.:: ·;. , .. 
26. There are times when my partner does things that make me unhappy. 
27. Two ~ople should be able to get along better than my partner and I do. 
28. I have never worried that my partner might become angry. 
29. There should be more daycare. centers and nursery schools so that more 
mothers of youn9 children could work. 
30. Our relationship is as successful as any that I know of. 
31. Our relation~hip has never been in difficulty because of financial !. 
concerns. ' _,, .. · ! ., ·'· ,. 
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T F 
T F 
T F 
T F 
"' 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T , F 
1·: T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
Marital Satisfaction Inventory-Revised Continued 
32. My partner and I understand each other completely. T F 
33. My partner has slammed thi11gs around Ol' thrown things, In anger. T F 
34. Such things as laundry, cleaning , and child care are primarily a woman's T F 
responsibility. 
35.1 have often considered asking my partner to go with me for relationship 
counseling . T F 
36. There are some things about our relationship that do not entirely please 
me. 
T F 
37. If a child gets sick, and if both parents wor~. the father should be just as 
.T F 
willing as·the mother to stay home from work and take care of the child, 
' 
38. My partner and I need to improve the way we settle our difficulties. T F 
39. My partner: and I spend a good deal of time together in different kinds of 
play and Jecreatlon. , 
T F 
40. My partner doesn't take me seriously enough sometimes. T F 
41. My parents' marriage was happieT than most. T F 
42. My partner is so touchy on some subjects that I can't even mention them. T F 
43. Whenever I'm feeling sad, my partner makes me feelloved and happy T F 
again. 
44. I am somewhat dissatisfied w ith how we discuss better ways of pleasing T F 
each other sexually. 
45. My partner and I don't have much in comr:r.)on to talk about;J il!l'll -~ ~ T F 
46. When we argue, my partner and I often seem to go over and over the T F 
same old things. 
47. All the marriages on my side of the family appear to be qujte successful. T F 
48. One thing my partner and I don't fully discuss in our sexual relationship. T F 
49. My partners feelings ar'e·too easjfy hurt. .. , ~!. . ., ' ~ i:~ .,,)', :"'!; T F 
50. It seems that we used to have more fun than we do now. T F 
51. Sometimes I feel as though my partner doesn't really need me. 
'" 
T .: F 
52. My partner sometimes shows too little enthusiasm for sex. T F 
53. Our relationship has l:ieen disappointing in several ways, .' .. , ··:r· F 
54. Minor disagreements with my partner often end up in big arguments. T F 
55. My partner and I have never come close to ending our relationship. . T;_ F 
56. Our financial future seems quite secure. T F 
57. There are times when 1 wonder if I made the best of all possible choices ;r F 
in a partner.' I~.' r::t:, :J~ ; ... . ~~· ·t:;. . _ __!_ I :., ' 
58. I get pretty discouraged about our relationship sometimes. T F 
59. I have worried about my partner losing control of his or her anger. ~ T F 
60. My partner and I seldom have major disagreements. T F 
61, My partner ar:~q I seldom have major disagreE!ments~,.;. T F 
62. It is often hard for us to discuss our finances without getting upset with T F 
each other. 
63. My partner occasionally makes me feel miserable. . " .~, ... T F 
64. 1 have never felt better in our relationship than I do not. T F 
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Marital Satisfaction Inventory-Revised Continued 
65. My partner has never thrown things at me in _anger. 
.ii ~ ~ 5>. T F 66. The man should be the head of the family. T F 
67. The future of our relationship is too uncertain for us to make any serious T F plans. · . 
68. My partner is forever checking up on how I spend our money. T F 
69. I have never regretted our relationship even for a moment li<: 1·· T F 
70. My partner sometimes screams or yells at me when he or she is angry. T F 
71 . A woman should take her husband's last name after marriage. T .. F 
72. My partner and I are happier than most of the couples I know. T F 
73. Trying to work out a budget causes more trouble with my partner than it is 
w~~ . . 
T F 
74. The most important thing for a woman is to be a good wife and mother. T F 
75. When arguing, we manage quite well to restrict our focus to the important T F 
issues. _. 
' 
76. Our daily life is full of interesting th ings to do together. T F 
77. Sometimes my partner just can't understand the WaY. IYfeel. ~.'[ T ' .I F 
78. My parents didn't communicate with each other as well as they should 
have. 
79. My partner nas no difficulty accepting criticism. T F 
80. Just when I need it the most, my partner makes me feel important. T F 
81. My partner has too little regard som.etimesJor my sex~.;~al satisfaction. 
-"-T F 
82. My partner doesn't take enough time to do some of things I'd like to do. T F 
83. My partner sometimes seems intent upon changing some aspect of my T F 
personality. 
_I_ I 
84. My parents never really understood me. T F 
85. My partner and 1 nearly'alwayij."agree on how frequently to have 1se~ilal ~ ~ :t· I' ' F 
relations. 
86. My partner and I seem able to go for days sometimes without settling our T F 
differences. 
87. I sp~end at least o.ne hour eaci:J. day i:n an activity ;with my par:tner. ~. i.~ •T ~ F 
88. My partner does many different things to show me that he or she loves T F 
me. 
89. I have never seriously considered having an affair. ... . ; T F 
90. I have important needs in our relationship that re not being met. T F 
91 ~ Our:arguments frequently end up with one of us feelfng hurt or crying. 
·' 
T F 
92. At times I have very much wanted to leave my partner. T F 
93. My partner is a very good manager of finances. ·'- T F 
94. My partner has all of the qualities I've always wanted in a companion. T F 
95. There are some seriou~difficutties in our relatfonship. . .. •, T F 
96. My partner has never pushed me or grabbed me in anger. T F 
97. Where a family lives should depend mosUy on the man's job . .. T F . _. 
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98. I might be happier if I weren't in this relationship. T rr=-
99. My partner and I rarely argue about money. T F 
100. There are times when I do not feel a great deal of love and affection for T F 
my partner. 
1: 1~1. I have often wondered whether our relatior)ship may end in separation or T F 
d1vorce. ,- , j L JL!_ • ~ . . , 
102. My partner has left bruises or welts on my body. T F 
'103: In a relationshtp the women's; career is of equal importance to the man's. 
· T F 
104. I believe that our relationship is as pleasant as that of most of the people 
I know. 
T F 
105. I feet as though we live t;>eyol')d our financial means. ~< .;: . T_:_ F 
106. I don't think any couple could live together with greater harmony than my T F 
partner and I. 
107~ My partner has never threatened to hurt me. >. 
·. 
! . ~- T F 
108. In a relationship, a major role of a woman should be that of T F 
housekeeper. 
[: .. 109. I have known very little unhaf!)piness in our ~elaflons,hip. ":';;~ ,, ·~ T F 
110. My partner buys too many things without consulting with me first. T F 
1
J11. If a mothe( of young children works, it should be only while the family T F 
needs the money . . , ,. 
112. My partner has never injured me physically. T F 
,_, 113. When we disagree( my partner ftelps··Us to find alternatives acceptabl~ T F 
to both of us . .•. i !: 
,:. 
114. Our recreational and leisure activities appear to be meeting both our T F 
needs quite well. 
115. I feel ftee to express opehly.'stroiig feelings of sadness-to ffiy partner: " T ';• •'• F ., 
116. I had a very happy home life. T F 
117. My partner andJ rarel~have sexual relations. ·~-· : T.·· F 
118. Sometimes I wonder just how much my partner really does love me. T F 
1~119/l wou~f,iJ.AY~~~~~: toe~~~~~ a little m~e tende~ess during ,. T ' ! ~J: F 1nter:course ('( · ~ .. ,·:rJ:i:;~\ :,. ~~ . i • :~ , ~; . 
--""" 
,, 
120. The members of my family were always very close to each other. T F 
121. My p~raod J are often ~sagree with one another without ,-: r ·· F 
u!9SJng oud~ro~l~~ o:.: ~-~:;··· '"~;~~-... ~. i ::- .·: , 
122. I often wondered whether my parents' marriage would end in divorce. T F 
li 12a;Jhere1are some things I wotifeti 'like us··to do,,se:><ually\ ijlat'my ~rtner T : F 
~rJ~.~rmto enjoy.;"~I t-. .. -;:;~~-;.:·:\~· ., ~,., 
124. My partner often fails to understand my point of view on things. T F 
125i:~Wh~·itY:~~i~ ~~;or she is feell~~~; ~rt my partner comes to me for T F SUPPOrt '), .:·,, . ! :L;;: i . y \r 
126. My partner keeps most of his or her feelings inside. T F 
127.<0ufl.sex'uaJ relationship is ef!!!rely satisfactory.-;-•;;; :- . , r·< ., ... ''t I T F 
128. I believe our relationship is reasonably happy. T F ~ 
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129. My partner often complains that I don't understand him _ot'her. .. I T I ITJ 
Couples WITHOUT children STOP here. Couples WITH children answer the 
following. 
130. For the mo.st part. 9urchildren ~re well behaved. J--p~ ~( 
'1 ~ ~"-.... " T F 
131 . My partner and I rarely argue about the children. T F 
132. My children's value systems_ are very 'mucfr"'tne sam'efas, my owr:1. ·:·. i·' T F ~ 
133. My partner doesn't spend enough time with the chi ldren. T F 
134. Our relationship might have b~eR happier if .we h'fid!not' had e!lild~~Qll I!:; T F 
135. My partner and I rarely disagree on when or how to discipline the T F 
children. 
136, I wish my chiiE!ren'wdt~Jd ~ft·ow a little inore;conce(tl':fcir hl~ ., a1n f ;,- ·~ T F 
137. Our children often manage to drive a wedge between our my partner T F 
and I. 
138. My children ahd I don't; ha~e v~ry_ much in· common"& _ .. · ~·- :~ if liiJ'*T' ._, F ·" 139. My partner doesn't display enough affection toward the children. T F 
14,0. Our children ¢Jo· no~shew1 ,ape~uat~,.re~pecf,;fOr theffE.Rar'ent§., .. ~ lil:i...~·f $ift T ..... F 
141 . My partner and I decide together what rules to set for our children. T F 
142. Our children don't. seem as happy and carefree as ot:Rer 4~dren their T F 
age. ~· s ' : ',if ~!Ji ~·. m ' '";'$\,:;. I·~· ~' \t ,&, I!' 
143. My partner doesn't assume his or her fair share of taking care of the T F 
children. 
144. Having children has nbt brought aWGf tfie ·sa1is'fa~ti6ti'l: Haei f.lppecfl{,.¥ '' , ~-''lrT \{' F 
would. 
'" 
' 
145. My partner and I nearly always agree on how to respond to our T F 
children's requirements for money or privileges. 
146,. Our children rarely fail to meet their r.esponsibiliti~s, at home. ' T F 
147. Our relationship has never been in difficulty because of the children. T F 
148. Rearing children i;; a nerve:-wrackingjob. -~ "' "·.,;: , ' 10 T . F 
149. My partner and I assume equal responsibility for rearing the children. T F 
150.1 frequ$ntly g~ttogetfierwtth one ofiT)ore ofthe c~iJar},eJl'f0fl'und .qr~1~ ' 'f'l I'~''~ F' 
recreation at home. . . _'! 
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Family Assessment Measur e Ill 
General Scale- Par t I 
Please answer the following 
questions as best you can . 
1. We spend too much time arguing 
about what our problems are. 
2. Family duties are fairly shared. 
strongly agree 
strongly agree 
agree disagree 
agre"e · disagree 
''"" "' ' 
~ .il>, 
3. When I ask someone to explain strongly agree 
what they mean, I get a straight 
agree disagree 
answer. 
4. When som._eone in our family is 
upset, we dol'l't know if they ar.e . , 
angry, sad, scared, or w.hat. 
strongly agree agree disagree 
~ 
5. We are as well adjusted as any strongly agree agree disagree 
family could possibly be. 
6. You don't get a chance to be an s.~ongjy iii9ree agre'i! disagr~e 
individual in our family. · ~ .. l 
''"' 
''.' 1J!l 
7. When I ask why we have certain strongly agree agree disagree 
roles, I don't get a good answer. 
8. We have the same views on wha\ ~stronglY agree agree" disagree •· 
is right and wrong. I:"± ,i!]. ,i-"'l' 2l .:£..2 ~ 
9. I don't see how any family could strongly agree agree disagree 
get along better than ours. 
10. Some day$ we are mote easily!• · str<';!ngly agree5> 'agr'Ere"l ''11 1 .,-.. disagree 
annoyed than others. 
11 . When problems come up, we strongly agree agree disagree 
find different ways of solving them. 
1?, MY family expeqtsme tg do ' SfJ;!j91Y agr~,l agree4 nlw, afsagtee 
more than m y share. · I~ 
13. We argue about who said what strongly agree agree disagree 
in our family. 
14. We tell eacttotijer about thin_gs ·· l , strongly agree agree disagree 
thett bqther us. ! ., · 1 ~ .IL~~ ,,r •' .,;\" 'v. ~- !! t '!! 
15. My family could be happier than strongly agree agree disagree 
it is. 
16. We_f~ell~'(~~~n our familY. 
. h .. ' 
strongly agree ,:. 
1- "' w. 
agree ' disagree 
17. When you do something wrong strongly agree agree disagree 
in our family , you don't know what 
to expect 
18. It is hard to \ell What the rules stronglY ag-ree a.gr.ee·"' disagree 
are ,in.q.!-!f,.~ITJjly~: ; ~ 
-""-
19. I don't think any family could be strongly agree agree disagree 
happier than mine. 
20. Sometlroft; we are' ~nfai~ to 111•• !' $:J~ngf.Yag~e~¥ ',i:' agreEftt R[~' ·· disagree .J 
each o~er: . 
_:_ 
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strongly 
disagree 
strongly If "'-liiis~ree 
strongly 
disagree 
[f 
strongly 
disagree 
strongly 
disagree 
sttongly 
I '~" ~disagree 
strongly 
disagree 
Ji strongly 
....'.'. 
disagree 
_)' 
strongly 
disagree 
1£:' strongly disagree 
strongly 
disagree 
~~on,ply 
d1sagr-ee 
strongly 
disagree 
I " ~trongly 
~~re~ J! 
strongly 
disagree 
stronglY 
dis~ree 
strongly 
disagree 
strongly 
disagree 
strongly 
disagree 
l:t· stronglY 
d1sagree 
..!:. . 
Family Assessment Measure 
General Scale- Part II 
21 . We never let things pile up until 
they are more than we can handle. 
strongly agree agree 
22. We agree about who should do strol}gly agree agree 
what in our family. 
23. I never know what's going on in strongly agree agree 
my family. 
24. I can let my family know what is strongly agree agree 
bothering me. f I~ •.. 
25. We never get angry in our strongly agree agree 
family. 
26. My family tries to run my life. strongly agree agree 
" 
27. If we do something wrong, we 
don't get a chance to explain. 
strongly agree agree 
28. We argue about how much strongly agree agree 
freedom we should have to make I' 
ou~. own decisions. 
29. My family and I understand strongly agree agree 
each other completely. 
30. We sometimes hurt each others strongly agree agree 
feelings. 
31 . When things aren't going well it strongly agree agree 
takes too long to work them out. 
32. We cah't rely on family il strongly agree agree 
members to do their part. 
33. We take the time to listen to strongly agree agree 
each other. 
1 ~4, I(Vhen someon'e is upset, we don't find out until much later. 
, 
1 
-strongly agr~ 11 ,. .~;~gr:~ l!l 
35. Sometimes we avoid each strongly agree agree 
other. 
36. We feel close to each other. strongly agree agree 
II 'l l 2: • ff 'l;o .H , ~ ·· 
37. Punishments are fair in our strongly agree agree 
family. 
38. The rules in our family don't 1 "-Slrongry agree agree 
make serse. .~ 
39. Some things about my family strongly agree agree 
don't enti rely please me. 
40. We never get upset with each strongly agree " agrE!e 
other. .. 
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disagree strongly 
disagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
dfsagree '· strof!gly 
I ,,, _; disagree 
disagree strongly 
dis'!9_ree 
disagree .. strongly 
dfsagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagtee .~ strongly 
disagree 
disagree strongly 
disagree 
~isagree ·~ ~ strongly disagree 
disagree strongly 
disagree 
disagree strongly 
. 
_3L dlsagrEf~ 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagree strongly 
disagree 
disagree' strongly 
disagree 
Family Assessment Scale 
General Scale - Part III 
41 . We deal with our problems even 
when they're serious. 
42. One family member always tries 
to be the center of attention. 
43. My family lets me have my say, 
even if they disagree. 
44. When our family gets upset, we 
take too long to get over it. 1 
45. We always admit our mistakes 
without trying to hide anything. 
strongly agree 
strongly ~[ee 
strongly agree 
46. We don't really trust each other. strehgly agree 
47. We hardly ever do what is strongly agree 
expected of us without being told. 
48. We are free to say wh~t we 
think in eur farnfly. 
49. My family is not a perfect 
success. 
50. We have never let down 
another family member in anyway. 
., 
agree 
agree 
agree 
disagree strongly 
disagree 
strongly 
disagree 
disagree 
Please be sure you have answered all questions and left none unanswered. 
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Depression, Anxiety Stress Scale 
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DASS21 Code#: Date: 
Please read each statement and circle a number 0 , 1, 2 or 3 which indicates how 
much the statement applied to you over the past week. There are no right or wrong 
answers. Do not spend too much time on any statement. 
The rating scale is as follows: 
0 Did not apply to me at all 
1 Applied to me to some degree, or some of the time 
2 Applied to me to a considerable degree, or a good part of time 
3 Applied to me very much, or most of the time 
1 I found it hard to wind down 0 
2 I was aware of dryness of my mouth 0 
3 I couldn't seem to experience any positive feeling at 0 
all 
4 I experienced breathing difficulty (eg, excessively 0 
rapid breathing, 
breathlessness in the absence of physical exertion) 
5 I found it difficu lt to work up the initiative to do things 0 
6 I tended to over-react to situations 0 
7 I experienced trembling (eg, in the hands) 0 
8 I felt that I was using a lot of nervous energy 0 
9 I was worried about situations in which I might panic 0 
and make 
a fool of myself 
10 I fe lt that I had nothing to look forward to 0 
11 I found myself getting agitated 0 
12 I found it difficult to relax 0 
13 I felt down-hearted and blue 0 
14 1 was intolerant of anything that kept me from getting 0 
on with 
what I was doing 
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1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 
15 I felt I was close to panic 0 1 2 3 
16 I was unable to become enthusiastic about anything 0 1 2 3 
17 I felt I wasn't worth much as a person 0 1 2 3 
18 I felt that I was rather touchy 0 1 2 3 
19 I was aware of the action of my heart in the absence 0 1 2 3 
of physical 
exertion (eg, sense of heart rate increase, heart 
missing a beat) 
20 I felt scared without any good reason 0 1 2 3 
21 I felt that life was meaningless 0 1 2 3 
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Broderick Commitment Scale 
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100 
Ex'tremcly 
Committed 
Very 
Moderately 
Slightly 
Notal all 
0 committed 
Broderick Commitment Scale 
Choose a number from the scale on 
the left that corresponds to your 
commitment to your marriage and 
write it here: 
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January 25, 2007 
Mr. Donald Spinks 
1413 Spyglass 
Man.sfield, TX 76063 
Dear Mr. Spinks: 
In s titutional Review Board 
OHice of Re~arch end Sponsored Programs 
P.O. Box425619, Denton, Pi 76204·5619 
940·898·3378 Fcx 940·898·3416 
e-mail: IRB@twv.edu 
Re: A Solution Focwed Family Checkup as a Positive Intervention In Family Therapy 
The above referenced study bas been reviewed by the TWU Institutional Review Boaid (lRB) and 
appears to meet our requirem=ts for the protection of individuals' rights. 
If applicablo, agency approval letters must be submitted to the lRB upon receipt PRIOR to any data 
collection at that agency. A copy of the approved consent form with the IRB approval stamp and a 
copy of the annual/final report are enclosed. Please use the consent form with the most rec~t approval 
date stamp when obtaining consent from your participants. Tb.e signed consent forms and final report 
must be filed with !];le Institutional Review Board at the comp letion of the study. 
Tbis approval is valid one year from December I, 2006. According to regulations from the I;>epartment 
of Health and Human Services, another review by the IRB is required if your project changes in any 
way, and the IRB must be notified immediatoly regarding any adverse events. 1f you have any 
questions, feel free to call the TWU Institutional Review Board. 
enc. 
a:ad~ 
Dr. D avid Nicbols, Chair 
Institutional Review Board - D\!Dton 
cc. Dr. Larry LeFlore, Department of Family Sciences 
Dr. Glen Jennings, Department of Family Sciences 
Graduate School 
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MY 
D£N TON DAtLAS HOUSTON 
January 25, 2007 
Mr. D90ald Spinks 
1413 Spyglass 
Mansfield, TX 76063 
Dear Mr. Spinks: 
Institutional Review Board 
Office of Research end Spon¥>red Programs 
P.O. Box-425619, Denton, TX 76204·5619 
9d0·898·3378 fcx 940·898·3.416 
e· mcil: IRB~.odu 
Re: A Solution Focused Family Checkup as a Positive Intervention in Family Therapy 
The above referenced study has been reviewed by the 1WU Institutional Review Board (IRB) and 
appears to meet our requirements for the protection of individuals' rights. 
If appl icable, agency approval letters must be submitted to the IRB upon receipt PRIOR to any data 
collection at that agency. A copy of the approved consent form with the IRB approval stamp and a 
copy of the ennuaVfinal report are enclosed. Please use the consent form with the most recent approval 
date stamp when obtaining consent from your participants. The signed consent forms and final report 
must be filed wilh tbe lnstitutional Review Board at lhe completion of the study. 
This approval is valid one year from December I, 2006. According to regulations from the Department 
of Health and Human Services, another review by the IRB is required if your project changes in any 
way, and lhe IRB must be notified immediately regardiDg any adverse events. 1f you have any 
questions, feel free to call the TWU Institutional Review Board. 
en c. 
Cf12d ~ 
Dr. David N:c!lol~. Chair 
Institutional Review Board- Denton 
cc. Dr. Larry LeFlore, Department of Family Sciences 
Dr. Glen Jennings, Department of Family Sciences 
Graduate Scliool 
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Interviewer Date: 
Family Surname 
Family Constellation 
Name Age Role: 
Parent/Child/ 
Other 
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1. ORIENTATION (C, F, S) 
? I would like to start by asking each of you what you think we are going to do 
today. Does anyone have any ideas? 
Interviewer checks with each family member and feeds back a synopsis of what the family said. 
Okay, let me explain what I expect to do. I am interested in understanding how you 
and your family function. Often the way a family works affect each person in the 
family and what foes on with one member affect the others. For these reasons, I 
would like to understand your family. I am going to ask a variety of questions and I 
will be jumping from one topic to another. I will let you know what I am thinking at 
each step so please correct me if you thing I am getting the wrong impression. It is 
also important that we be honest and straightforward with each other. Okay? 
Check with each family member before proceeding. 
1 a. Instructions: (C, F, S) 
? Do you feel there are any areas or issues that are problems or difficulties for you 
as a family? 
List problems: 
l. 
2. 
3. 
4. 
5. 
Check the list with each member of the family. Do they agree,· would they like add to the 
list? 
For each problem ask: 
? Have you discussed the problem? 
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1. 
2. 
3. 
4. 
5. 
? Did you take any action to deal with the problem? 
If yes: What did you do to try and deal with the problem? 
1. 
2. 
3. 
4. 
5. 
? Was there problem resolved/sorted out? If not, why not? What prevented 
resolution? 
1. 
2. 
3. 
4. 
5. 
2. ROLES 
Under this heading the interview is looking at the repetitive patterns of behavior by which 
family members fulfill family functions. The focus is on: 
a. How well family functions are fulfilled 
b. How family tasks are distributed 
c. If the tasks are distributed equitably 
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d. The extent to which family members have a sense of responsibility for their 
tasks. 
2a. Orientation 
I am now going to ask some questions about how job around the house get divided 
up and how well things are done. 
2b. Provision of Resources (C, F, S) 
Ask the family: 
? In terms of day-to-day organization I would like to know first, who is 
involved in the foUowing family jobs and second, how satisfactorily each job is 
performed? 
Check off the appropriate person on the grid and note if task is not being satisfactorily 
carried out. If not applicable, put NA . 
Grocery 
Shopping 
Menu planning 
Cookin_g 
Clothes shojping 
Contributes 
moni:?Y** 
Laund__!}'_ 
Cleanin_g_ 
Yard work 
Monthly bil ts 
Repair in the 
house*** 
Dealir!g_ with cars 
Large purchases 
Decision to see 
doctor 
Disciplining the 
children 
Deals with school 
M = mother/wtfe 
applicable 
Index for cocling: 
** If unemployed: 
M_(l) F (2) Cl _{_31 C2__{_4) C3 (5) 
F= father/husband C-child 0 other 
++ Major role recourse for that task 
+ Those who also assist 
0 (6) 
How long? __________________________________________ ___ 
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NA_(9J 
NA=not 
Previous work? 
------------------------------------
Reason for not working? 
----------------------------------
Other sources of money 
-----------------------------------
***Adjust for apartment dwellers regarding repairs. 
Here you shift to role function that are not on the grid. If any children are over 18 years 
and working ask: (F, S) 
? 
. Do children pay room and board? If not, probe: Why not? 
Interviewer rating: 
The family is adequately provided for in terms of food, shelter, 
transport, clothing and money. 
Comment: ______________________________ _ 
2c. Role Allocation (C, F, S) 
No Yes 
? Do you discuss who is to do various jobs? (Probe if NOT: what stops you?) 
? Do any of you feel overburdened by your jobs? (Probe if YES: Who feels 
overburdened?) 
Probe if unclear: 
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~o each ~eel that jobs and tasks are fairly divided and that everyone has a fair share 
grven their age, health and other involvements? 
In anyone doing a job they should not be doing? 
Does anyone feel that they or others are doing too little? 
? Do you all accept your duties without arguing or complaining? (Probe if NO: 
Who argues/complains, what about?) 
? 
. Does arguing or complaining cause a lot of problems for the family? 
Does anyone refuse assigned duties? (Probe if YES: How is this dealt with?) 
Ask additional questions if not clear or appropriate. 
? Has anyone been ill or have there been other occasions when you had to 
change around jobs and roles? (Probe: How did that work out?) 
Here you are interested in whether someone else took over the usual household functions 
- not with how they dealt with an illness problem sp ecifically. 
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? (F, S) As children grow older or living conditions change do you alter the 
jobs people have? (Probe if NOT: What stops you from doing this?) 
Interviewer rating: 
The family effectively allocates roles? No Yes 
Comment: 
---------------------------------------------
2d. Role Accountability (C, F, S) 
? Do you feel that jobs in the house are generally handled well by your family? 
If NOT: What is the problem? 
? Does anyone in the house consistently not do his or her job? If YES: Who, what 
is the problem? 
Probe: Do they have the skilJs or ability to do the job? 
Do they have time to do the job? 
Do they take responsibility for household jobs seriously or not care? 
? Do you check that jobs get done? (Probe if YES: Who checks?) 
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U task is not carried out what happens? 
Interviewer rating: 
The family maintains good role accountability? No Yes 
Comment: 
--------------------------------------------
2e. Personal Development 
In this area the focus is on: 
a. Adult career related issues, health, and socialization. 
b. Child rearing, career development, and socialization. 
Askfamilies or couple (C, F) 
? Do you discuss major career issues with each other? For example, changing 
jobs, and promotions if they mean moves, planning for retirement and long-term 
career goals? 
? Do each of you receive help from your partner in terms of these job related 
issues? 
Probe: How is it helpful? What does your spouse do to help with that? 
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? Do you ever wish you could get more help in that area? (Probe if YES: What 
would you like your partner to do? 
? How do you think you and your spouse are doing in terms of friends, 
activities, general outlook of life? Do you talk to each other about these issues? 
Ask single-parent only. (S) 
? Do you discuss major career issues with anyone (issues such as changing 
jobs, promotions, job-related moves, planning, for retirement and long term career 
goals)? 
? How do you think you are doing in terms of friends, activities, your general 
outlook on life? Do you talk to anyone about these issues? 
? If you have problems in these areas, do you get the help you need? (Probe if 
NOT: What is the problem?; Probe if YES: From whom?) 
? How do you feel you are doing in terms of bringing up the children? (Probe: 
Do you feel you need any additional help? If YES: What is it you feel you need 
most?) 
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? Do you have anyone around who can help provide that? (If YES: What 
prevents you from receiving help? If NO: Do you know of any places you can go for 
that type of help? 
Ask family only. 
? Are you both equally involved in bringing up the children? (If NO: Who is 
more involved?) 
? (If young children) Which of you would typically be involved in: 
Getting them up and dressed? 
Baths, shampooing their hair? 
Putting them to bed? 
Taking them out? 
Supervising their play? 
Talking to the children? 
? (If school age children or older) Which of you are involved in: 
Talking to the children? 
Parent/teacher/school meetings? 
Discussions of career choice? 
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It is important to determine the relative involvement of the parents. If one parent says 
that they get most involved, it is important to know weather the other one does or does 
not get involved. If not clear, explore with the following questions. 
To the parents who gets most involved: 
? Do you think there are problems with the way your spouse gets involved? (If 
YES: In what way?) 
Ask the parent who is not involved: 
? 
. Do you also get involved in bringing up the children? 
? Do you think your involvement is reason a bJe, that you should be more 
involved, or les involved? 
? Do you see any problems with the amount that you are involved (If YES: 
What?) 
? Do you see any problems with the way your spouse is involved? 
The following should be asked of children on an appropriate age. Then the parents ' view 
should be sought. (F, S) 
? How do you feel you/your child(ren) are doing in terms of growing up? 
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Probe: If unclear, check how they are doing in terms of: 
Schooling? 
Friends? 
Interest? 
Taking responsibilities? 
Getting along in society? 
Able to take on responsibilities suitable to their age? 
For appropriate ages check with the children and/or parents: 
? A re you/they thinking of leaving home, going off to school? 
? 
. Are you/they handling dating in appropriate manner? 
? Do you/they thought about a career/kind of work they would like? 
? Do the children get an allowance or pocket money? (Probe if YES: Who 
deals with that? Are there any difficulties?) 
Interviewer rating: 
The family deals effectively with personal development? 
Comment: 
Children 
Adults 
----------------------------------------
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No Yes 
No Yes 
No Yes 
For couples # 20 and # 22 should be the same; #21 is coded not applicable (NA). 
2f. Management of the System {C, F, S) 
? If a decision is made and you disagree, who wouJd usuaUy have the final 
word? 
Probe: Is that always the case? 
How does it vary? 
What happens? 
Are you comfortable with it being handled this way? 
Ask each adult individually: 
? Do you have problems with your parents or extended family? (Probe if YES: 
What are the problems?) 
Wife: 
Husband: 
? How much of a problem do they create for your family? 
Wife: 
Husband: 
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? 
. Do they disrupt things? 
Wife: 
Husband: 
? 
. Wbo deals with the problem? 
Wife: 
Husband: 
? Do you have problems with your (husband's/wife's/ex-spouse) parents 
family? 
Wife : 
Husband: 
Probe if YES: What are the problems? 
Wife: 
Husband: 
Who much of a problem do they create for your family? 
Wife: 
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Husband: 
Do they disrupt things? 
Wife: 
Husband: 
Wbo deals with the problem? 
Wife: 
Husband: 
Ask single parent only: (S) 
? Do you have or have you had a close boyfriend/girlfriend or special 
relationship? 
Probe if YES: Who? 
Has it or did it create any problems'? 
If YES: What problems? 
? 
. Does anyone else live with you? 
Probe if YES: Who? 
How was it decided that they would? 
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Has it created any problems? 
Arc there any difficulties associated with their living with the family? 
Interviewer rating: 
Maintenance and management functions are handled well? 
Comment: ______________________ _ 
2g. Nurturaoce and Support 
Ask each individual the following: 
(C, F, S) 
? 
. When things get to you, or you have a bad day, who do you go to? 
No Yes 
Probe if NO ONE: Are there times that you would like to go to your partner/family 
members(s) but don't? 
If YES; What happens? What is that? 
What prevents you from turning to your partner/someone in your family? 
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U all contacts for nurturance and support are outside the family ask why that is? 
? Is it helpful to ask to your partner/family members about things that are 
bothering you? 
Probe: How is it helpful? 
If NOT: Why is that? 
If small children ask parent(s): (F, S) 
? Who do the kids usually do to when upset? 
? 
. Who usually responds and looks after the kids when they are upset? 
Interviewer rating: 
Are there provisions for nurturance and support?? No Yes 
Comment: ____________________ _ 
2h. Adult Sexual Gratification (C, F, S) 
This part of the interview is completed without children present. Explore and probe to 
clear regarding answers and make sure that they are not just being quickly given in order 
to avoid anxieties when discussing the topic. 
Ask both couples and single parents, if he or she is involved in a relationship) 
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? Do you feel comfortable with the amount of affection you get (from each 
other?) 
Probe if NO: How would you like it to be different? 
? Are you satisfied with your sexual life? 
Probe: Would you change any aspects of your sex life if you could? 
? 
. Are you (both) happy with the frequency that you make love/have sex? 
? 
. Do you feel that you can satisfy your partner? 
Ask each partner: 
? Do you feel satisfied by your partner? 
Interviewer rating: 
There is mutually shared adult sexual satisfaction ? No Yes 
Comment: 
-------------------------------------
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Interviewer rating: 
The family is ejfeclive in its role functioning? No Yes 
Comment: 
-------------------------------------------
3. BEHAVIOR CONTROL 
The interviewer is looking at the way in which a family expresses and maintains 
standards of behavior for fami ly members in the following areas: 
a. Physical danger 
b . Psychological needs and drives including eating, sleeping, eliminating, sex, and 
aggression 
c. Social behavior, both inside and outside the family. 
If children are older than 8 years, adapt the questions for age 
appropriateness and begin w ith the section immediately following. If children are 8 years 
or younger, review the children section, modifying inquiries in order to ask the parents 
the questions and, where appropriate, skip sections. 
3a. Orientation (C, F, S) 
? I would like to change focus now and review the rules and s tandards you 
have as a fa mily. 
Questions addressed to couples begin section 3b. When addressing children, ask for 
examples to be clear that they understand the questions asked. 
? OK. I would like to start with the children - Is that all right? 
Get agreem ent before proceeding. 
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? I want to find out if you know what your mom and dad will allow you to do 
and what they won't let you do. Let me check some examples so I can be dear. 
? Do you know what time your mom and dad expect you to be in bed? 
Probe if more than one child: Is that time the same for all of you? 
Is the bedtime kept to? 
Are you allowed in other bedrooms? 
If any of above is a problem, what happens whet it occurs? 
? Do you know what your mom or dad would consider dangerous if you did 
them? 
Probe: What are they? 
If NO: What about things like crossing the road, running into the street, playing 
with matches, electric plugs or stove? 
? Do your mom or dad have rules for things like that or other things they'd 
consider dangerous for someone your age? 
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If NO, check with parents: Is that true, or do you have clear ideas about what is 
dangerous for the children? (If YES: What situations would you be concerned 
about? 
Okay - I am going to shift to rules in another area. 
? 
. Do you know the rules for: 
The time you have to be in the house? 
How often you should bathe and brush your teeth? 
Whether you all have to eat together? 
Probe: Do you keep to it? 
? Are people in your family allowed to hit each other? 
Probe: Do people ever bit each other? 
If YES: Do they hit so hard that people get burt? 
How often does that happen? 
? Do you know when your mom or dad considers that kidding ends and sassing 
begins? 
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? 
. Are there things that people in your family do that you feel are really wrong? 
If YES: What are they? 
Check is anyone is: 
Using drugs? 
Drinking? 
Additional options to probe: 
Table manners? 
How much and what you e.at? ------------------
How loud you talk for example- can you yell and scream or do you have to 
whisper? ___________________________ _ 
Interviewer rating: 
The rules for children are appropriate given their age and 
circumstances? 
Comment: ____ ..!_ ______________ _ 
? Do you know what do expect if you break a rule? 
If YES: What? 
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No Yes 
If NO: Why not? What happens? 
? Do you think that the punishment you get is reasonable given the rule you 
have broken? 
If NO: 
Is the punishment too strong? 
Too soft? 
Other: 
If unclear: Does the punishment change depending upon which role you break? 
? Can you get away with things in your family? 
If YES: What makes you think that? 
? Is/Are your parents too strict? _ __________ _____ _ 
If YES: What makes you think that? 
Ask children only if 2-parent f amily (F) 
? Do your parents agree on the rules?------ ---------
If NO: Who is stricter? Mom _____ Dad 
? Who punishes harder? Mom _____ Dad 
? Does one of your parents ever say you can do something and the other says 
no?-------- ----------- -----------Probeif1rES:Howoften? ____________________ _ 
Direct the rest of the behavior control questions to the parent(s). (F, S) 
? Do you feel as parent(s) that I have gotten the correct picture?-----
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If NO: Which part did you disagree with? 
Determine if there are disagreements in the following areas: 
Dangerous situations 
Eating, sleeping 
Toilet hygiene 
Parent/child interaction 
Sibling interaction 
Socialization 
Ask family : (F) 
? 
. Do you generally agree as parents about the rules? _________ _ 
If NO: What happens when you disagree? 
? 
. Do you feel supported by your partner when disciplining the children? 
If NO: What happens? 
Ask each parent individually: (F, S) 
? Do you always punish them the same way? Are you consistent? __ _ 
Mom Dad 
If NO: what happens that you are inconsistent? 
Mom: 
-----------------------------------------------------
Dad: 
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? Do you change the punishment depending upon which ruJe is broken? 
Mom: 
-------------------------------------------
Dad: 
? As the children have grown older have you allowed them to do more and be 
more responsible for themselves? 
Mom: 
------------------------------------------------------------
Dad: 
? 
. Do you make allowances for special situations/occasions? ____ Mom 
___ Dad 
If YES: How? 
Mom: __________________________________________________________ _ 
Dad: 
Probe if NO: Wby not? 
A/om: __________________________________________________________ __ 
Dad: 
Interviewer rating: 
The family is effective in the area of children's behavior control? No Yes 
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Comment: 
---------------------------------
3b. Reorientation 
Okay- I am going to shift now. 
Include questions to couples here: (C, F, S) 
I want to get an idea of the expectations you have for each other and when there are 
problems, how you handle them. 
? Do you feel anyone in the family: 
? Drink too much? 
Probe is YES: ---------------------------------------------
------------------------------------------------Whatmakesyoufeelthatway? ________________________________ __ 
How do you deal with it?---------------------------------------
What do you do as a family member to see that this does not happen? 
? Eats too much?---------------------------------------------
Probe is YES: ____________ ~----------------------------------
What makes you feel that way? 
How do you deal with it? --------------------------------------
What do you do as a family member to see that this does not happen? 
? Takes inappropriate risks, for example drives dangerously? _______ __ 
Probe is YES: ______________________________________________ __ 
Whatmak~youfeelthatway? _______________________________ __ 
How do you deal with it?---------------------
? Has anyone been in trouble with the law? 
IfYES:Who? ______________________________________ _ 
What were the circumstances?--------------------------------
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How do you deal with it? 
-------------------------------
Probe: Does anyone do anything illegal? 
----------------------------
Direct to each partner: 
? Does your partner ever embarrass you or put you off in public? Wife 
Husband --
If YES: In what way? 
Wife: 
Husband: 
? Do you feel comfortable the way everyone in the family treats each other in 
public? 
Wife Husband 
----- ----
UNO: Why not? 
Wife: 
Husband: 
When that happens, what do you do? 
Wife: 
Husband: 
Interviewer rating: 
The family is effective in the area of adult behavior control? 
Comment: _________ _ _ ____________ _ 
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No Yes 
Interviewer rating: 
The couple/family is effective in the area of behavior control? No Yes 
Comment: 
---------------------------------------------
4. PROBLEM SOLVING 
The Interviewer focus on the family's ability to resolve problems, and assesses the extent 
to which the family successfully carries out the various steps of problem solving for: 
a. Instrumental problems 
b. Affective problems 
4a. Orientation (C, F, S) 
? Are there any difficulties or issues that have come up that your family bad 
dealt with in the past two to six weeks (or identify the last problem they can 
remember)? 
If the family has difficulty give an example (car breakdown, major appliance failure, 
need to purchase large item, holiday plans, visitors for a week, someone upset). 
Give the family time and ask each individual to think of a problem. 
Wife: 
Husband: 
Children : 
If the family is defensive or can't respond, ask them to pick a problem they have solved 
well. When the family has outlines some problems identify an instrumental problem and 
ask the following questions. 
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4b. [nstrumental Problem Solving 
If the family cannot come up with an instrumental p roblem, the interviewer can introduce 
the question with: 
? All families have practical problems that are part of life. Can you think of a 
particular problem that has occurred recently? Examples might be: things break 
down in the house; the family needs to plan a vacation or make a big purchase. 
Indicate instrumental problem being explored: 
? When did you first notice the problem? 
? Who first noticed the problem/issue? 
? Is this the same person who usually notices such things? 
Probe: Did one person (in the family) pick up on the problem and then the other(s) 
recognize it as a problem? 
As appropriate: 
? Did a few of you recognize it as a problem and then the rest see it as a 
problem? 
Did no one notice it until someone else outside the family brought it to the attention? 
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? Is this the way problems usually get identified in your family? 
If NO: How is it different? 
Interviewer rating: 
Instrumental Problems are correctly identified? No Yes 
Comment: 
-------------------------------------------
4c. Communication of Instrumental Problems to the Appropriate Resource. 
? 
. When you noticed the problem did you tell anyone? 
? 
. Who did you let know about the problem? 
Probe: Did you let anyone outside the family know about the problem? 
If YES: Did you let others know soon after noticing the problem? 
? Is this usuaJJy the way you/the family is told about a problem? 
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If NO: How is it different? 
Interviewer rating: 
Instrumental Problems are communicated to the appropriate person? No Yes 
Comment: 
---------------------------------------------
4d. Development of Alternatives 
? What approaches did you consider to solve the problem? 
? 
. Did you think of the other ways to deal with the problem? 
Additional probes: 
Did you consider any other alternatives? 
Did any of you have ideas about how to solve the problem but not share them? 
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Interviewer rating: 
The alternative p/an(s) of actions are suitable in terms of instrumental 
problems? 
Comment: 
---------------------------------------------
4e. Decisions and Actions 
? 
. How did you decide what to do? 
? 
. Did you come to a decision? 
If NO: What stopped you? 
No Yes 
? Was this decision discussed (between both you /with the person) who was 
affected by the decision? 
? Is this usually the way (you/the family) decides what to do? 
If NO: How is it different? 
? Once you had decided on your course of action did you follow through? 
If NO: What stopped you? 
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? 
. Do you usually follow through on your decisions? 
? 
. How quickly was the problem solved? 
If LOW ask: Why did it take so long? 
If the problem was not solved ask: Why not? 
Do you usually solve a problem quickly? 
Interviewer rating: 
The family is able to effectively decide and/or act on instrumental 
problems? 
Comment: _ _______________ ______ _ 
4f. Monitoring Action 
? How did you make sure the problem was acted on? 
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No Yes 
? Did you check to see that things got done after you decided what to do about 
the problem? 
If YES: Who checks to se that things get done? 
? Would you say this is typically of how you deal with most problems? 
Interviewer rating: 
The family effectively monitors instrumental problems? No Yes 
Comment: 
---------------------------------------------
4g. Evaluating the Success of Instrumental Problem Solving 
? How well do you think you did with the problem? 
? Do you think it was the best way to deal with the problem? 
? Do you think that you have handled similar problems in the past more 
effectively? 
? Did you learn anything from solving this problem that might .help you with 
other problems in the future? 
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? . As a family! did you discuss what in particular worked well for you or what 
d1d not work well m terms of handling the problem? 
Interviewer rating: 
The family appropriately evaluates instrumental problems? No Yes 
Comment: 
----------------------------------
Interviewer rating: 
The family effective in their instrumental problem solving? No Yes 
Comment: 
----------------------------------------------
4b. Affective Problem Solving 
In the following section repeat the questions from above, but focus on affective/emotional 
problems. For affective problems introduce the question with: 
? Can you think of a problem that has occurred in the family that has involved 
feelings, for example someone has been upset or angry/excited about something? 
Indicate affective problem being explored: 
? When did you first notice the problem? 
? Who first noticed the problem/issue? 
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? Is this the same person who usually notices such things? 
Probe: Did one person (in the family) pick up on the problem and then the otber(s) 
recognize it as a problem? 
As appropriate: 
? Did a few of you recognize it as a problem and then the rest see it as a 
problem? 
Did no one notice it until someone else outside the family brought it to the attention? 
? Is this the way problems usuaUy get identified in your family? 
If NO: How is it different? 
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Interviewer rating: 
Affective Problems are correctly identified? 
Comment: 
---------------------------------------------
No Yes 
4i. Communication of Instrumental Problems to the Appropriate Resource. 
? When you noticed the problem did you tell anyone? 
? Who did you let know about the problem? 
Probe: Did you let anyone outside the family know about the problem? 
If YES: Did you let others know soon after noticing the problem? 
? Is this usually the way you/the family is told about a problem? 
In NO: How is it different? 
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Interviewer rating: 
Affective P roblems are communicated to the appropriate person? No Yes 
Comment: 
---------------------------------------
4j. Development of Alternatives 
? What approaches did you consider to solve the problem? 
? Did you think of the other ways to deal with the problem? 
Additional probes: 
Did you consider any other alternatives? 
Did any of you have ideas about how to solve the problem but not share them? 
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Interviewer rating: 
The alternative plan(s) of actions are suitable in terms of affective 
problems? 
Comment: 
---------------------------------------------
4k. Decisions and Actions 
? 
. How did you decide what to do? 
? Did you come to a decision? 
If NO: What stopped you? 
No Yes 
? Was this decision discussed (between both you /with the person) who was 
affected by the decision? 
? I s this usually the way (you/the family) decides what to do? 
U NO: How is it different? 
? Once you bad decided on your course of action did you follow through? 
If NO: What stopped you? 
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? Do you usuaUy follow through on your decisions? 
? How quickly was the problem solved? 
If SLOW ask: Why did it take so long? 
If the problem was not solved ask: Why not? 
Do you usually solve a problem quickly? 
Interviewer rating: 
The family is able to effectively decide and/or act on affective 
problems? 
Comment: 
--------------------------------------------
41. Monitoring Action 
? How did you make sure the problem was known? 
No Yes 
? Did you check to see that things got done after you decided what to do about 
the problem? 
If YES: Who checks to se that things get done? 
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? Would you say this is typically of how you deal with most problems? 
Interviewer rating: 
The f amily effectively monitors a(fective problem solving? No Yes 
Comment: 
---------------------------------------------
4m. Evaluating the Success of Instrumental Problem Solving 
? 
. Do you think it was the best way to deal with the problem? 
? Do you think that you have handled similar problems in the past more 
effectively? 
? Did you learn anything from solving this problem that might help you with 
other problems in the future? 
? How well do you think you did with the problem? 
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? As a family, did you discuss what in particular worked well for you or what 
did not work well in terms of handling the problem? 
Interviewer rating: 
The family appropriately evaluates affective problems? No Yes 
Comment: 
--------------------------------------------
Interviewer rating: 
The fam ily effective in their affective problem solving? No Yes 
Comment: 
--------------------------------------------
4n. General r echeck of problem solving 
? Just to review then: Do you feel most problems get dealt with quickly and 
efficiently in your family? 
? Are there·any problems that keep coming up and do not get handled? 
Probe: What are they? 
What stops you from handling them? 
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Interviewer rating: 
The family effective in their problem solving? No Yes 
Comment: 
--------------------------------------------
Additional Comments on Problem Solving 
5. COMMUNICATION 
In this section, the interviewer focuses on the family's ability to exchange both 
instrumental and affective information among its members. The interviewer assess: 
a. The family's pattern of communication and 
b. Where it falls on the following two independent continua: 
- Clear - Masked 
- Direct - Indirect 
The focus is on ho information or messages are conveyed, and the way they are received 
and interpreted. When a family member demonstrates a problem in communication style, 
the interviewer determines if the family is able to compensate for it or if the individual 's 
communication problem interferes with the family's exchange of information. 
Sa. Extent of Communication (C, F, S) 
The interviewer should be clear about the amount of time family members spend 
communicating. Generally, families indicate greater amounts of time communicating 
with each other than what actually occurs. Therefore, probes and checks are needed to 
ensure you have a true picture when detennining time. It may be helpful to have family 
describe the family events and interactions of a typical day when beginning this section. 
The focus here is on personal and family issues. The interviewer needs to separate 
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talking about world events from family and interpersonally oriented discussions. The 
estimated time in communicating should be for periods the family or you feel are spent in 
significant family talking. 
? 
. How much time are you awake and together as a family/couple? 
_____ hrs./day 
? How much of this time is available and used to really talk as family members 
about personal and family issues? hrs./day 
? Are you satisfied with the amount of time? 
In order to assess whether or not the parental system spends their time talking ask the 
follow ing to the parents: (F) 
? How about the two of you- how much time do you spend talking with each 
other? 
_______ hrs./day 
? Are you satisfied with the amount of time? 
Interviewer rating: 
Family members have a satisfactory amount of time to talk with each 
other? 
Comment: _______________ _ ___ _ __ _ 
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No Yes 
es 
For couples, # 46 and# 37 will be the same. 
Sb. Quality of Communjcation {C, F, S) 
? Does (one of you/anybody) do most of the talking in your family? 
Probeif1nES:VVho? 
Does jt interfere? 
? Do you all talk to each other or do some of you not talk, or minimally talk, to 
each other? 
Probe if YES: What happens? 
Why is that the case? 
? 
. Do (any of) you feel you have trouble in the way you talk with each other? 
UYES: In what way? 
? VVhen talking about everyday issues do you feel that (your spouse/people in 
your family) understand what you are trying to say? 
If YES: In what way? 
? (Do you/does your family) talk about feelings or moods very much- for 
instance in you are feeling happy or angry about something? 
If NO: What stops you from teUing (your spouse/others in the family) what you are 
feeling? 
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? Do you talk straight-fonvardly about feelings? 
If YES: Both good and bad feelings? 
? Do you have trouble understanding what (your spouse/others in the family) 
are trying to say about their feelings? 
If YES: What is the problem of difficuJty? 
Can you give me an example? 
? 
. Do you listen to each other? 
? Do you let (your spouse/others in your famiJy) know that you have 
understood what (he/she/they) have said? 
If NO: What stops you from giving family members an indication that you have 
heard and understood what they have said? 
If YES: How do you do that? 
? If you don't understand what (your spouse/someone) is saying do you try to 
clarify it? 
? Are there any topics that you do not allow (each other/members of the 
family) to talk about? 
Do others agree that happens? 
Is it that (your spouse/the family) does not allow you to talk about that/them or that 
it is uncomfortable for you personally to talk about it? 
? What makes it uncomfortable? 
204 
Interviewer rating: 
Communication is clear and not masked? No Yes 
Comment: 
--------------------------------------------
? Does (your spouse/other family members) ever answer for you? 
? Does (your spouse/others) jump in or interrupt? 
The next section is used to determine if indirect communication takes place, that is, do 
some family members talk about someone in their presence or through someone in order 
to get messages across. Examples include avoidance of speaking directly to an individual 
or locking out the individual for whom the message is intended 
Overt examples of each are: 
Child looking at mother, "I just hate dad. I don 't care about him " 
Father to a child in mother 's presence, 'Sue, will you tell your mother to quit 
yelling. " 
? Do (any of) you feel that (your spouse/others in the family) talk about you in 
your presence? 
Can you tell me more about what you mean? 
Can you give me an example? 
Does it make you uncomfortable? 
If YES: What is it that makes you uncomfortable? 
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Interviewer rating: 
The family is direct in their communications? No Yes 
Comment: 
---------------------------------------
Interviewer rating: 
The family is effective and efficient in their communication? No Yes 
Comment: 
----------------------------------------------
6. AFFECTIVE RESPONSIVENESS 
The interviewer assesses: 
a. The ability of each individual member to respond with a full range of emotions 
b. Whether the emotions they experience are appropriate to the situation in both quantity 
and quality of affect. 
The focus is on what each individual personally experiences rather than how they show 
or express it to others. Be alert throughout the interview as situations and will often come 
up relating to events in the interview (e.g., crying, responding to a members tears, anger) 
or to historical material (bereavement, illness). The feelings members experience at such 
times are useful. 
Ask each family member the following questions for each of the listed emotions: 
Welfare emotions 
a. Pleasure 
b. Tenderness/concern/affection 
Emergency emotions 
a. Anger 
b. Sadness/depression 
c. Fear 
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? I want to check out how each of you individually responds in a number of 
ways. I am interested in what you experience inside- not just what you let onto 
others? 
Use the questions on the next pages to determine problems in affective responsiveness 
(over responsiveness, cons tricted response, distorted response and note in grid). 
Joy/Pleasure Cari~ove An_g_er Sadness Fear 
Father/Husband 
M other/Wife 
Child (1) 
Child (2) 
Child_(3J 
Fami!Y_ 
PLEASURE (C, F, S) 
? Can you tell me about a time or experience that gave you a sense of pleasure? 
? What was it that particularly gave you pleasure? 
Probes: How did you experience it? 
How do you know it as pleasure? 
Are there other situations that lead you to feel the same way? 
If YES: What are they? 
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? Do you feel that there are times that you experience too much pleasure-and 
you overreact to the situation? 
? Do you feel there are times when you don 't experience pleasure but you think 
you should? 
? 
. Do you feel you experience pleasure differently that you think others do? 
lfYES: How? 
? 
. Are you concerned about how you experience pleasure in some situations? 
TENDERNESS/CONCERN 
? Can you tell me about a time or experience where you felt tenderness or 
concern for someone else? 
? What was it that led you to feel tenderness or concern? 
Probes: How did you experience the feeling? 
How did you know it was tenderness or concern? 
Are there other situations that lead you to feel the same way? 
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If YES: What are they? 
? Do you feel that there are times when you are overly concerned? 
If YES: What are they? 
? Do you feel there are times when you aren't as tender or concerned as you 
should be? 
If YES: Can you give an example? 
? 
. Do you feel you experience tenderness or concern differently than others? 
lfYES: How? 
concerned about how you experience tenderness or concern in some situations? 
If YES: What concerns you? 
If there has been no mention of concern for (spouse/other family members) ask: 
? Do you ever feel concern or caring for (your spouse/other family members)? 
If NO: Have you ever? 
ANGER 
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? 
. Do you ever lose your temper? 
? 
. What happens to trigger it? 
? Do you ever get angry? 
Probe: How do you experience the feeling of temper or anger? 
Are there other situations that lead you to feel the same way? 
If YES: What are they? 
? 
. Do you ever feel hurt or frightened before you get angry? 
? 
. 
(To check for distortion or inappropriate affective response) 
Do you feel you overreact with your anger? 
If YES: Can you give an example? 
? Do you feel that there are times that you aren't angry but you should be? 
If YES: Can you give an example? 
? Do you think you experience anger differently than others? 
If YES: How? 
? Are you concerned about how you experience anger in some situations? 
If YES: What concerns you? 
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SADNESS and DEPRESSION 
? Are the situations where you feel sad or depressed? 
? Can you give example? 
Probes: Do you cry too easily? 
Do you cry when you feel you shouldn't? 
How do you know you are sad/depressed? 
How do you experience the feeling? 
What do you sense that tells you you're sad/depressed? 
Do you ever get angry before you get sad/depressed? 
(To check f or distortions or inappropriateness) 
? Do you feel you overreact with sadness or depression? 
If YES: Can you give me an example? 
? Do you feel there are times when you aren't sad or depressed but you should 
be? 
----
If YES: Can you give me an example? 
? Do you think you experience sadness and/or depression differently than 
others? 
----
IfYES: How? 
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? Are you concerned about bow you experience sadness and/or depression? 
If YES: What concerns you? 
FEAR 
? 
. Do you ever get frightened? 
? 
. Can you give me example? 
? 
. Probes: Do you get terrified? 
? 
. How do you know you are frightened or terrified? 
? 
. How do you experience the feeling? 
? What do you sense that tells you you're frightened? 
? Do you experience another emotion and then get frightened? 
(I'o check for distortions or inappropriateness) 
? Do you overreact and get terrified when you shouldn't---------
If YES: Can you give me an example?-----------------
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? Do you feel there are times that you aren't frightened and should be? 
If YES: Can you give me an example? ---
? Do you think you experience fear in a way that's different than others? 
Interviewer rating- Affective Responsiveness: 
The family has an appropriate range of affective responsiveness No Yes 
Welfare emotions (pleasure, concern) No Yes 
No Yes 
7. AFFECTIVE INVOLVEMENT 
The interviewer assess: 
a. The extent to which family members show interest in each other 
b. The extent family members value each other 
c. How family members show interest and invest in each other 
Interviewer Instructions- The focus is not whether or not family members participate in 
others ' activities, but whether they show interest and value each other. Ask the family 
members the following and be sure to clarify affective involvement issues for each family 
members. 
(C, F, S) 
? What things are important to you? 
(Interviewer can give examples such as hobbies, work, friends, special club, etc.) 
Alternative questions: What interests you most?------- -------
What hobbies or special interests do you have?------------
? (Does your spouse/who) pays attention to your interest in those things? _ _ _ 
Probe: How do you know (he/she/they) are interested?-- ----- - -
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? Probe if no interest, or negative interest: How would you like them to pay 
attention? 
(F, S) 
? Are others in your family really interested in what you do? 
------
If NO: In what way do they show their interest? 
---------------
Do you talk to each other about your interests? 
----------------------------
? Do you let each other know you are interested in them? 
---------
Probe: How do you know that?--------------------
Interviewer Instruction - The interviewer tries to tap if there is over-involvement or 
narcissistic involvement in the family with the following two questions: (C, F, S) 
? Does (either or you/anyone) feels that (your spouse/another family member) 
is too close to, or too involved with them?---------------------
? Do you feel that (your spouse/others) ever becomes a nag about that is 
important to you or that they do not give you enough space? 
Probe: What is it that they do that makes you feel that way?----------
? Do you think (your spouse/others in the family) are genuinely interested in 
you or that (he/she/they) take an interest only because it is important to them? 
(Example: They don 't talk to you but they do brag to others about how well you 're 
doing?) 
? Probe: What makes you feel that way? --------------
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? Can you give me an example? 
-------------------------------
Interviewer instructions- if the interviewer has not obtained information from the 
children ask the following: (F, S) 
? What kind of things do you like to do? 
----------------------------
? 
. Who shows an interest in that? 
---------------------------------
Probe: How do they show they are interested? 
--------------------------
? Do you wish people in the family showed more of an interest? _____ _ 
Probe: What makes you feel that way? ---------------------------------
? Do you feel that others really don 't care?------------------------
Probe: What makes you feel that way'!---------------------------------
? Do you feel that people in the family don't give you enough space to do your 
own thing? 
? Does anybody in the family feel they are not as dose to the others as they 
would like? 
Probe if YES: What stops that from happening, what gets in the way? 
Interview er Instructions - As the parents: 
? Do you feel the relationship(s) with your child/children is close enough? _ _ 
Probe if YES: What makes you feel that way? -------- ------
/fNO: 
? Do you ever feel your relationship with your children is too 
close? _____ _ 
Probe if YES? What makes you feel that way? ----- ---------
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Interviewer Instructions- Other probes related to the above questions when two parents 
in the family: (F) 
? 
. Is that the same for both of you?----------------
? 
. (S) If different- How do each of you see the difference?------ --
Interviewer Instructions - Ask the following of each member of a couple: (C, F) 
? Do you feel your relationship with your spouse is close enough, not close 
enough or too close? 
Probe: If not close enough or too close: What is the problem?---------
Can you give me an example?------------ ---------
? Do you feel your spouse genuinely cares for you?-------- - - -
Probe if YES: How does he/she let you know that?------------
If NO: In what way does he/she show that they don't genuinely care? Or in what 
way could be/she show you that be/she cares?--------------
(A negative question but speaks to the absence of involvement) 
Interviewer rating - Affective Involvement: 
The family has approp riate Affective Involvement: No Yes 
Comment: _____ ____________ _____ _ 
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The family provides appropriate Affective Involvement for the 
children? 
Comment: 
No Yes 
The marital couple have an effective Affective Involvement between 
each other? 
No Yes 
Comment: 
For couples# 54 and #56 are coded the same. 
8. CLOSURE 
The interviewer summarizes his or her overview of the family. Check with the family that 
the correct information has been obtained. (C,F,S) Interviewer Instructions - Ask the 
family: 
? Do you think I have a clear idea of how your family functions? 
------
If NO: Where do you think I have gone wrong or what have I missed? ____ _ 
? Is there anything else you feel I should know about your family that we 
haven't covered? 
-----------If ~S: VVhat~it? ____________________________________________ _ 
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